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Adult Mental Health Essay
Compare And Contrast Cognitive-Behavioural And Psychoanalytic Concepts O f 
Depression In Adults And The Evidence Underlying Each O f These Models.
1. Introduction
This paper will compare issues pertaining to depression in adults, with reference to the 
formulations and evidence-bases of Sigmund Freud and Aaron Beck. These theorists were 
chosen because their contributions are regarded by many as fundamental to contemporary 
understanding of the aetiology and nature of depression (e.g. Blatt, 1998; Hawton, Salkovskis, 
Kirk & Clark, 1989).
It is usual, when writing a paper that is to focus on a disorder, to offer a definition of what that 
disorder encompasses. At this- stage, providing a generalised definition of depression would 
be difficult, given the differences in Freudian and Beckian theories, which focus on the roles 
of affects and cognitions respectively. However, once their conceptualisations have been 
examined and compared, this paper will conclude with a brief comment about the likelihood 
of providing a unified definition and theory of depression.
2. A  Comparison of Concepts
Freud’s understanding of depression developed from his preliminary analyses of melancholia. 
“Mourning and Melancholia” (1917) is considered one of his most influential papers because 
of its “enduring usefulness” to subsequent attempts at understanding psychopathology (Lupi, 
1998). Freud explained melancholia by comparing it with mourning. He claimed both states 
were caused by the loss of a loved object, or a representation of it, but differed since 
melancholia was pathological, whereas mourning was a normal process.
Freud observed in his patients’ symptoms that mourning and melancholia shared many 
similarities. Both involved profoundly painful dejection and a loss or cessation o f interest in 
the outside world - to inhibit presumably the possibility of recalling the object via memories. 
Additionally, there was a loss of the capacity to love a new object - perhaps to prevent 
replacing the lost one - and subsequently an inhibition of all activity connected with thoughts 
of the lost object. In mourning, the ego was temporarily inhibited, circumscribed and 
therefore absorbed by this process. However, occasionally, such disturbances in self-regard, 
as manifested by self-criticisms or guilt, culminated in a delusional expectation of 
punishment. When this occurred, Freud claimed, melancholia developed.
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Freud believed mourning was distinct from melancholia because, in the former, the loss was 
always conscious; the mourner was always aware of what was lost and why the loss was so 
painful. However, in melancholia, the loss was idealised -  it was not merely an object that 
was lost but an object o f  love. The melancholic person recognised a loss had occurred, but 
could neither identify nor articulate to others what had been lost. Thus, the aspect of loss has 
been withdrawn from consciousness - it is unconscious. This internalisation of loss makes 
melancholia pathological.
Just as Freud had focused on the significance of reactions to interpersonal events in 
precipitating depression, cognitive theorists too recognised the important role of situational 
factors. Beck’s (1967; 1987) concept of depression focused on the belief that 
psychopathology occurred as a result of disorders of thought, which he explained in terms of 
schemata. These are information-processing structures, comprising organised clusters of 
attitudes and assumptions, known as core beliefs, which develop as a result of the way 
individuals respond or relate to objects or life-events. These schemata have a systematic bias 
to which specific affects are associated. When they are activated, selective misinterpretations 
of reality occur, resulting in depression.
According to Beck, depressive schemata comprise assumptions pertaining to the self, the 
world and the future. All three concepts - the cognitive triad - are evaluated negatively, with 
negative evaluation of the self being the most significant systematic bias. Beck (1967) 
believed these biases occurred as a result of early experiences, usually from perceived 
appraisals by and identification with significant others (often parent-figures). Depressive 
symptoms are triggered by events that evoke cognitive distortions, such as arbitrary inference, 
selective distraction, overgeneralisation, magnification and minimisation, and personalisation. 
Thus, critical incidents activate biased core beliefs, leading to the development of negative 
automatic thoughts about the self, current or past experiences and/or future predictions. These 
thoughts eventually lead to the onset and maintenance of the manifestations of depression, 
which include behavioural (e.g. social withdrawal), motivational (e.g. loss of interest), 
emotional (e.g. anxiety, guilt), cognitive (e.g. poor concentration) and physical symptoms 
(e.g. erratic sleeping and eating patterns), creating a vicious cycle (Hawton et al., 1989).
Beck (1983) stated that to distort information-processing was not in itself abnormal. 
Similarly, negative thinking did not by itself cause depression, although it could trigger, 
enhance and maintain depressive symptoms. Instead, he believed depression resulted from 
interacting biological, developmental, social and psychological predisposing and precipitating
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factors (Hawton et al., 1989). Thus, unlike Freud, who asserted that it was the internalisation 
of loss that made mourning pathological by leading to melancholic depression. Beck was less 
clear about aetiology. While both theorists highlighted the importance of early experiences in 
the development of depression in adults, Freud provided a more comprehensive argument.
According to Freud, individuals predisposed to melancholia in later life typically form 
intense, narcissistic object-relationships during childhood, which have been undermined 
because of disappointment with the loved object. Once the individual realises that the object 
has been lost to them, the libido withdraws from it, permanently rupturing the relationship. 
However, rather than attach itself to another love object (as in the normal course of events or 
in mourning), the libido withdraws into the ego. The individual, then, regresses to the 
narcissistic stage of development, where originally the self was the first love-object. Thus, by 
withdrawing into the ego, the libido has turned it into the “new” love-object. Freud asserted 
that, in regressing to narcissism, the individual is drawn back to a stage that was not fully 
resolved during infancy because of early, traumatic, object-loss.
Thus, melancholia results from two processes: mourning, which was a reaction to the loss of a 
loved one; and regression, which occurs as the individual moves from making narcissistic 
object-choices to actually regressing to narcissism (this is known as repetition compulsion, 
where patterns of behaviour are repeated out of familiarity to previous experiences). It is 
because of regression that melancholia has been referred to as “pathological mourning” 
(Freud, 1917). Freud stated that depression occurs because the individual fears they might be 
to blame for or might have willed the loss of the object. This unconscious awareness of loss 
echoes and reinforces the ambivalence characteristic of love relationships, as the individual is 
tom between loving the object and hating it for being lost. However, when the loss is 
internalised, the ego “becomes subject to the ambivalent feeling of the individual and...to the 
scorn and hatred that would have been directed to the lost object. This, then, is the 
intrapsychic predisposition to melancholia” (Bemporad, 1980a, p22). Later losses reactivate 
the primal loss, causing the individual to unconsciously relive the hostility felt towards the 
original disappointing object, now internalised by the ego.
This process seems similar to Beck’s hypothesis of depression. In 1976, he suggested that 
depression could result from a significant loss, which would later give rise to the characteristic 
cognitive distortions. He stated “the patient’s sadness is an inevitable consequence of his 
sense of deprivation, pessimism and self-criticism...after experiencing the loss (either as the 
result of an actual, obvious event or insidious deprivations) the depression-prone person
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begins to appraise his experiences in a negative way” (Beck, 1976, p i29). This statement is 
reminiscent of Freud’s comments that, through melancholia, the ego is inhibited and comes to 
be regarded unconsciously as impoverished, poor and empty.
In 1983, Beck elaborated on his conceptualisation of depression by distinguishing between 
“sociotropic” and “autonomous” depression. Sociotropic people were particularly sensitive to 
and afraid of rejection by others because they needed stable relationships and depended on 
others for gratification. Depression, in this personality type, was likely to be a response to 
perceived rejection in social relationships. Autonomous people, however, tended to be 
assertive, directive, sensitive to demands or restrictions, and derived gratification from the 
achievement of goals. Their depression was likely to be in response to perceived failure to 
achieve or a lack of control over the environment (Blatt, 1998).
Beck’s introduction of these two concepts indicates again how psychoanalytic and cognitive- 
behavioural theories of depression often converge. Blatt (1998) noticed that Beck’s new 
classification was based on unconscious conflicts, defences, character structure and life 
experiences that appear to precipitate dysphoric feelings. He believed these personality types 
echoed Freud’s emphasis on the role of object-loss in precipitating depression: one type of 
depression was “characterised by...dysphoric feelings of loss, abandonment and loneliness”, 
the other by “dysphoric feelings of worthlessness, guilt, failure, and a sense of loss of 
autonomy and control” (p736). Furthermore, referring to Kohut (Eagle, 1984), who had 
discussed two strands of narcissism known as idealised parental imago and grandiose self, 
Blatt noted the frequent use of narcissism as a defence mechanism against depression in 
individuals with these personality characteristics.
Despite the convergence between these theories, the stability of the types of depression 
identified differs: Beck maintained that his personality types were state-dependent and that 
individuals could alternate between them depending on life events (Blatt & Maroudas, 1992); 
Freud, however, believed individuals predisposed to melancholia typically made narcissistic 
object-choices, thus indicating the stability of this personality type.
3. A Comparison of Models
Despite his complex formulations, Freud did not develop a specific model of depression per 
se. However^ “Mourning and Melancholia” has been regarded by many (e.g. Blatt, 1998; 
Lupi, 1998) as providing the basis for the psychoanalytic understanding of depression and the 
role identification plays in the formation of psychical structures. Indeed, it was as a result of
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these hypotheses that Freud formulated his Structural Model of human metapsychology, 
which he first introduced in “The ego and the id” (1923). This paper elaborated further on the 
role of intrapsychical processes, which he had first explored in two previous papers: “The 
interpretation of dreams” (1900) had introduced the Topographical Model, which comprised 
the Conscious, Preconscious and Unconscious; and “Mourning and Melancholia” (1917), 
which was his first major examination of depression.
The Structural Model comprised three concepts - the id, ego and superego - and was Freud’s 
attempt at combining biological, experiential and interpersonal dimensions (Bateman, Brown 
& Redder, 2000). Thus, the id represented the basic biological aspect of the psyche, 
comprising inherited instincts and drives. The ego was concerned with rational thinking, 
external perception and voluntary movement; this would lead contemporary theorists to later 
regard it as an inherently cognitive conceptualisation (e.g. Arieti & Bemporad, 1980; Bateman 
et al., 2000). Freud portrayed the ego as central to object relations; it acted as both a defence 
mechanism for the fragile id and as a mediator between the demands of the internal world (the 
unconscious) and the realities of the outside world (consciousness). The ego therefore had to 
submit to the demands of the superego. The superego straddled preconscious and conscious 
aspects, having developed as a result of internalised representations and standards of 
significant figures in the individual’s life, from infancy onwards (Bateman et al., 2000). Thus, 
Freud hypothesised that depression results when a conflict occurs between the forces of the 
ego and the superego. Without therapy, the internalisation of the object-loss is followed by an 
internalisation of the hostility the ego had “felt” towards that object. This hostility then 
becomes directed towards the ego leading eventually to its destruction, thereby leaving the 
vulnerable id undefended and exposed to the critical superego. When this occurred, Freud 
believed, suicide followed.
Unlike Freud, Beck specifically developed a model of depression that was strongly informed 
by his theory (to avoid repetition then, it will not be presented here). Freud believed 
psychopathology resulted from conflicts between conscious and unconscious processes. 
Thus, therapy involved identifying these unconscious processes, then explaining the conflict 
and its behavioural (conscious) manifestations. The Attachment Theorist Bowlby (1980) 
asserted similar aims in therapy, although his focus was primarily on the nature of responses 
to (attachment) experiences as opposed to conflicts per se. Beck’s model of depression, 
however, differed from this. He stated that the aim of treatment would be to identify and 
explain negative schemata by examining the nature of negative automatic thoughts. This was 
possible because his model was based on four premises (Clark & Steer, 1996). Firstly,
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individuals actively construct their reality by attaching meanings to events. Secondly, 
cognitions mediate or influence affect and behaviour, although cognition, emotion and 
behaviour are reciprocally determining and interactive constructs. Thirdly, cognitions are 
identifiable and accessible, thus open to empirically investigation. Finally, modifying 
cognitions in treatment was regarded as central to overcoming psychological disturbance and 
could be achieved through cognitive restructuring and/or using behavioural techniques. These 
premises were developed for guiding cognitive theory and treatment and were regarded as 
being applicable to other forms of psychopathology, such as anxiety.
Thus, Beck emphasised - to use Freudian terminology - consciousness, whereas Freud 
emphasised the unconscious. This would appear to be the main difference between the two 
theorists at first glance. However, on closer examination, it may be argued that it is merely 
the emphasis placed on certain aspects of their concepts that differs and not, in essence, their 
entire conceptualisations. For while - to use Beck’s model of depression as a metaphor - Beck 
emphasised a “bottom-up” approach to understanding depression, Freud’s emphasis may be 
considered, for the sake of simplicity, a “top-down” approach.
Beck’s “bottom-up” approach may be explained thus: he maintained that, by examining 
observable (behavioural) phenomena, negative schemata might be uncovered. Once 
recognised, the individual’s depression may be lifted by helping them generate alternative, 
positive, thinking patterns and by encouraging positive reinforcers to ensure this change i s , 
maintained, such as the use of social support networks and the development of self-validating 
interests. Freud’s “top-down” approach essentially involves the same process. He too used 
observable phenomena such as negative self-descriptions as evidence of faulty information- 
processing formed in response to early experiences. However, whereas Beck, on identifying 
and helping the individual to recognise these, then shifted emphasis back to the present by 
incorporating behavioural principles to aid symptom modification, Freud remained and 
continuously stressed the significance of unconscious and therefore past processes.
Furthermore, Beck’s model - which described how early (traumatic) experiences eventually 
led to the development of negative schemata that remain latent until triggered by a critical 
incident, resulting in the negative cognitive triad - is clearly reminiscent of Freud’s Structural 
Model. The difference, however, is that Freud believed that reactions to early experiences 
were repressed because they conflicted with conscious ideals and were too traumatic to bear. 
Thus they were repressed by the ego in defence of the id, so that the individual might be 
spared the psychological pain that would have otherwise followed. Freud maintained the
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depression would be resolved by working through the trauma of these experiences in therapy, 
emphasising the role of the unconscious and focusing on these past experiences.
Freud’s and Beck’s treatment methods also differed because Freud offered no explanation as 
to how future relapses might be overcome. This is significant given evidence by Fonagy 
(1996) from meta-analytic studies that, while patients derive clinically significant benefits 
from psychotherapy, the majority usually remain both symptomatic and vulnerable at the end 
of acute treatment. Unlike Freud, Beck believed cognitions served to trigger, enhance and 
maintain symptoms of depression and that this made them ideal targets for intervention 
(Hawton et al., 1989). He, therefore, argued that treatment should be structured so that it 
involved understanding why depression occurred and educated the individual about the 
interpersonal skills needed to overcome current and future symptoms.
4. A Comparison o f the Evidence Bases
Freud’s concept of melancholia was based on, by his own admission, his few case studies. He 
accounted for the inner loss experienced in melancholia through his observations of his 
patients’ moral, inappropriate, grossly unjustified and publicly declared self-reproaches 
(Bemporad, 1980a). This was because the melancholic’s superego was critically judging the 
ego, regarding it as an external object. Given these clinical data, Freud believed that the 
melancholic was without shame, as the reproaches were not actually directed at the self but at 
the (internalised) love-object. Thus, he observed that, while his patients portrayed themselves 
as worthless, they did not really act as such. Instead, they constantly took offence, as they 
believed themselves to have been treated unjustly.
Freud acknowledged that his small evidence-base meant his findings could not be generalised 
widely, given the diversity of melancholic manifestations. Bemporad (1980a) praised Freud’s 
clinically valid formulations but found empirical corroboration difficult. He claimed many 
therapists had since unsuccessfully attempted to induce their depressed patients to express 
anger and deflect it from the internalised representations of their lost objects. He also added 
that the crucial self-reproaches Freud described as clinical evidence were not seen in all 
patients, nor had losses always occurred in their histories. Furthermore, the superego-ego 
conflict Freud described could be found in all neurotic disorders, not just in melancholia.
Despite this, Freud had recognised both the interpersonal nature of melancholia and the close 
relationship between maintenance of self-esteem and of successful relationships. He also 
acknowledged that depressives were predisposed to melancholia by childhood events
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involving disappointment with others, which led to pervasive ambivalence in all subsequent 
relationships (Bemporad, 1980a). Indeed, these theoretical concepts may be regarded as the 
basic underpinnings of Winnicott’s concept of the good-enough mother and Bowlby’s work 
on maternal deprivation anxieties (Bateman et al., 2000) and the internal representations of 
attachment relationships (Power, 2000).
Freud’s concepts have also been strongly supported by contemporary theorists such as Blatt 
(1998), who stated that many of Freud’s clinical observations could be found in individuals 
with intro)ective, or guilt-ridden, depression. This is characterised by a preoccupation with 
establishing and maintaining a viable sense of self, unconscious conflicts and aggression 
towards the self and/or others. Blatt differentiated this disorder from anaclitic depression, 
where individuals are preoccupied with libidinal issues of interpersonal relatedness and use 
avoidant defences such as repression to cope with psychological conflict.
Like Freud, Beck also relied on clinical observations to support his formulations. In 1967, he 
identified the components of the negative cognitive triad from his patient’s dreams, free 
associations and reactions to external stimuli. He also presented extensive experimental data, 
based on the Beck Depression Inventory and other scales, to support his conclusions. Unlike 
Freud, Beck’s use of clinical rating scales enabled his observations to be quantifiable, thereby 
allowing for further empirical investigation. However, he has been criticised for focusing 
mainly on conscious processes, ignoring the role of unconscious conflicts; ironic, given that 
the basic tenets of his theory implied the existence of “a large, yet unexplored unconscious 
domain” (Fonagy, 1989, p559). Bemporad (1980a) commented, some depressives harbour 
expectations that “doom them to disappointment and despair”, while others feel “ashamed of 
their unrealistic dependency needs or irrational ambitions” (p46), thus stressing the need for 
the unconscious to be explored. Beck also neglected to determine why only some people who 
experience loss become depressed. Furthermore, he neither considered the interpersonal 
aspects of depression nor why a loss should precipitate a depressive episode -  that is, why the 
cognitive triad should occur at all. Thus, it seems he failed to identify the origins of 
abnormal cognitive processes (Fonagy, 1989) by focusing primarily on current life events.
Blackburn (1996) also noticed that Beck’s hypothesis of the cognitive vulnerability to 
depression received little empirical support in general. Salkovskis (1996), for example, 
contradicted Beck’s theory that depressed people exhibit cognitive distortions, with the 
finding that they were more accurate than controls in contingency computer tasks. 
Blackburn’s own research indicated that the sociotropic personality type identified by Beck
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was a more reliable vulnerability factor for depression than the autonomous type; she had 
found that sociotropic individuals were significantly better at recalling sociotropic negative 
events than autonomous individuals were at recalling autonomic negative events. However, 
she found no significant correlations between sociotropy and autonomy with level of 
depression and so contradicted Beck’s assertion that depressives have a state-dependent 
cognitive style. She therefore concluded that the two personality types were more trait-like 
than state-like.
Nevertheless, Salkovskis (1996) cited studies that supported Beck’s view that perceived 
personal loss or failure was highly associated with depression. Ambrose & Rholes (1993), for 
example, found that with high levels of negative thinking, feelings of loss and failure were 
positively associated with depression; with low levels of negative thinking, only feelings of 
loss were positively associated with depression. Similarly, Clark et al. (1994) found that, 
when comparing depressive symptoms across four groups of outpatients diagnosed with major 
depressive disorder, generalised anxiety disorder, dysthymia and panic disorder, thoughts of 
loss and failure emerged as the best variables for differentiating depression from the other 
disorders. Also, Burgess & Haaga (1994) found when assessing the frequency of positive 
cognitions that depression was associated with a significantly lower rate of positive thinking.
Beck’s cognitive therapy for depression has also gained support. Becker & Heimberg (1985) 
described various studies where it was compared to pharmacotherapy regimes. The findings 
indicated that cognitive therapy both alone and when combined with pharmacotherapy 
reduced self-reported depression in patients. Depressed patients undergoing cognitive therapy 
were also three times more likely to show a marked improvement or to be in complete 
remission by the end of treatment than those who had undergone pharmacotherapy. Rush, 
Beck, Kovacs & Hollon (1977; cited in Salkovskis, 1996), the authors of the Minnesota 
Cognitive-Pharmacotherapy Project, reported similar findings.
In general, it appears that Beck focused mainly on the results, whilst Freud focused mainly on 
the causes, of depression. Thus, Beck’s theory is cross-sectional, whereas Freud’s is 
longitudinal (Bemporad, 1980a). Despite such differences however, many have argued that 
these theorists have influenced contemporary theorising of depression considerably and that, 
furthermore, convergences do exist between them.
Lupi (1998) argued that Freud’s hypotheses have led to the clinical methodology that now 
characterises contemporary psychoanalytic theories. For example, in his later papers, such as
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“Group Psychology and the Analysis of the Ego” (1921), Freud believed identification 
occurred not only through object-loss but also from strong attachments with others. This took 
him beyond his original drive theory and towards perspectives later adopted by Object 
Relations Theorists, such as Fairbaim, and Attachment Theorists, such as Bowlby (Eagle, 
1984). Thus, in “Mourning and Melancholia”, Freud had emphasised the internalisation of 
objects and in doing so, Lupi argued, he followed and utilised clinical data available at that 
time which had focused on the descriptions of “...inner voices, the workings of conscience, 
and the residues of parental values” (p871).
Freud’s belief that loss was central to melancholia was supported by Becker (1974), who 
found that adult bereavement often precipitated depression: in studies of psychiatric 
bereavement reactions, depressed inpatients had greater difficulty in accepting the reality of 
loss, and expressed more self-blame or guilt toward the deceased spouse, than non-psychiatric 
bereaved people. Bowlby (1980) also regarded loss, both past and present experiences, as 
central to depression. He viewed vulnerability to depression as deriving from insecure 
attachments, which were expressions of real or feared loss of the parent figure, either 
temporary or permanent. Similarly, Brown et al.’s (1987; cited in Blatt & Maroudas, 1992) 
research found that 35% of depressed female patients had lost their mothers before their 
eleventh birthday, compared to only 13% of controls.
Some of Freud’s concepts, such as the roles of object-loss, pathological object-relations, ego- 
functioning disturbance and self-directed aggression, have also been researched within the 
area of suicide. Kaslow, Reviere, Chance, Rogers, Hatcher, Wasserman, Smith, lessee, James 
& Seelig (1998) supported his opinion that depression occurred in individuals who typically 
made narcissistic object-choices and believed suicide represented “a fantasised narcissistic 
reunion...with a lost object...serving to undo the loss or separation” (p779). They compared 
these four hypothesised reactions in hospitalised psychiatric patients following a suicide 
attempt with patients without such a history. Their results indicated that suicidal behaviour 
was strongly related to pathological object-relations and that the self- and object- 
representations of the attempters indicated lower levels of separation-individuation. They also 
found attempters were significantly more likely to report both childhood and recent object- 
losses than non-attempters. Both results clearly support Freud’s hypotheses.
Kaslow et al. (1998), however, found little evidence to support the other two concepts, but 
attributed this to the limitations of the measures used. Interestingly, they also suggested that 
lack of support for their ego-functioning hypothesis might have been due to the poor literacy
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levels of their sample. The measure used to test this hypothesis required greater literacy skills 
and so was thought in retrospect to have been inappropriate. This finding is significant as it 
relates ego-functioning, a classical psychoanalytic concept, to cognitive ability, arguably a 
contemporary concept. Nevertheless, the positive findings confirm that psychoanalytic 
theories can be successfully subjected to empirical study and validation.
Blatt & Maroudas (1992) noticed a convergence between Freud’s and Beck’s hypotheses of 
loss and depression and how Bowlby (1980) seemed to bridge the two. Bowlby identified an 
“anxious-ambivalent” personality-type, in which dependency and anxiety are accompanied by 
hostility towards and a fear of rejection by significant others. This elaborates on Freud’s 
discussion of the relationship between anxious-ambivalent relationships and vulnerability to 
depression following loss and also parallels Beck’s (1983) formulation of sociotropic or 
dependent depression. Additionally, Bowlby identified an anxious-avoidant personality-type, 
characterised by either early parental loss and subsequent inadequate care, or by parental 
rejection of love and attention. He likened this to the traditional narcissistic personality,
although there are also similarities with Beck’s autonomous type. Like Beck, Bowlby
believed these types of childhood experiences created cognitive biases that increased
vulnerability to depression and that certain cognitive responses continue independently of the 
situation that triggered them. His explanation of this process strongly echoed Beck’s model.
Miller (1993) extended this argument by suggesting that Freud’s theories were relevant to 
contemporary research on cognitive development. She argued that psychoanalytic concepts of 
“irrational” thoughts enabled modern theorists to elaborate on cognitive theories of
information-processing. This was based on Freud’s suggestion that much thought was 
motivated by reasons unknown to the individual since they have been internalised into the 
unconscious. This argument builds on Bemporad’s (1980b), who cited Freud’s work on 
fetishism (1927), in which he implied that the psyche could be divided into two opposing 
worldviews, one conscious, the other unconscious, and where both were highly evolved and 
cognitively complex. Furthermore, subsequent theoretical movements, such as the Object 
Relations School, also implicated cognitive concepts - which are embedded in somewhat more 
rigorous and systematic general psychological theory and research - in psychic conflicts. 
Kaslow et al. (1998) too emphasised the role of the ego in cognitive functioning.
Power (2000), similarly, argued that many contemporary cognitive psychologists support 
Freud’s view that “behaviour can become automatised through repetition, and that the control 
of such behaviour is devolved to autonomous or semi-autonomous unconscious structures”
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(p613). Thus, it seems that the psychoanalytic concept of unconsciousness has inadvertently 
become more cognitive. Bemporad (1980b) argued that the cognitive concepts held in the 
unconscious contradicted conscious desires and so become repressed, thereby elaborating on 
Freud’s basic concept that experiences become repressed because the reality is too painful or 
contradicts conscious ideals. Bemporad also argued that psychic conflicts may therefore 
result from opposing views of the self and others and that both views were equally well 
formulated and structured. He asserted that these repressed constructs strongly influence 
overt behaviour both explicitly and implicitly in the way depressed individuals defensively try 
to resist them. Thus, “the unconscious constructs can be described as being fundamentally 
cognitive phenomena” (p422). Bemporad’s views here seem strongly reminiscent of Beck’s 
concept of the interrelationships present within the cognitive triad and illustrate the link 
between Beck’s and Freud’s conceptualisations of depression.
The similarities between the two theories is also evident from Bemporad’s description of the 
unconscious in terms of “the accretion of past experience, which is constantly evolving and 
being modified by experience” (p422) for this was how Freud assumed ego development had 
occurred. There are also echoes of Beck’s account of the role of negative schemata in 
precipitating and maintaining the cognitive triad in Bemporad’s assertion that certain beliefs, 
which developed early on in life, become so deep-seated that they are resistant to change and 
therefore appear impervious to novel experiences. His essentially cognitive explanation stated 
that experiences which might potentially alter such childhood cognitive structures (or 
schemata) are distorted by the individual, enabling them to conform to these early prejudices. 
Bemporad concluded that these childhood misapprehensions of the self and others persist into 
adulthood and account for depression. In doing so, he therefore came full circle, having 
begun his argument using Freudian terminology and by ending it with Beckian theorising.
5. Conclusion
This paper began with Freud’s and Beck’s accounts of depression, which at superficially 
appear very different to eachother. However, the elasticity of psychoanalytic concepts has 
enabled many convergences to be found between it and cognitive-behavioural concepts 
(Bateman et al., 2000). Both accounts explained depressive vulnerability in terms of reactions 
to early life experiences: despite Beck’s emphasis on observable phenomena, his account of 
sociotropic and autonomous depressive personality types echoes Freudian ideas of instinctual 
preoccupations, unconscious conflicts, cognitive organisational structures, defences and 
interpersonal experiences (Blatt & Maroudas, 1992).
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Given the considerable congruence between the theoretical formulations of Freud and Beck, 
the move towards a unified theory of depression now seems more promising. This is 
primarily because of recent developments in Beck’s theory (e.g. Beck 1987), which have 
considered the antecedents of dysfunctional schemata, and also because contemporary 
theorists have noticed developments in cognitive theory which have arisen from Freudian 
formulations (e.g. Bemporad, 1980b; Blatt, 1998; Power, 2000).
Thus, based on these discussions, this paper will conclude with a definition of depression that 
will attempt to encompass both psychoanalytic and cognitive-behavioural conceptualisations 
of the disorder:
Depression is a disorder o f  mental health, which occurs in individuals who have recently 
experienced and typically have a history o f  perceived rejection or failure in their attachments 
with others. These experiences have resulted in the formation o f  faulty information- 
processing strategies which serve to both perpetuate the perception o f  rejection or failure and 
lead to the development o f  symptoms that include increasingly pervasive depressed mood, 
disturbances o f  self-regard, profound dejection, and a cessation o f  interest in and inhibition o f  
many social activities.
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Sexual Abuse and/or Sexual Abusing:
What is the Role of the Clinical Psychologist in Working with People with Learning 
Disabilities who have been Abnsed or who Abuse Others?
i .  Introduction
Evidence indicates that people with learning disabilities have an increased risk of sexual abuse 
(e.g. Mansell, Sobsey, Wilgosh & Zawallich, 1997). Crosse, Kaye & Ratnofsky (1993) 
reported this risk was 1.8 times greater than for non-disabled people. Turk and Brown (1993) 
estimated that there were 950 new cases of sexually abused people with learning disabilities 
every year in the United Kingdom, 60% of whom have severe or profound disabilities. 
Prevalence rates vary with 25%-50% of clients showing evidence of sexual abuse (Moss, 
1998). Sobsey & Mansell (1994) surveyed 193 sexually abused learning-disabled children 
and found victims were predominantly female (70%) and perpetrators were mainly male 
(92%).
Sobsey & Doe (1991) found 80% of victims have experienced abuse on more than one 
occasion; 50% had experienced more than ten incidents of abuse. Turk & Brown (1993) 
found physical contact (touching, masturbation, penetration) occurred in 95% of cases. 
However, despite the overrepresentation of learning-disabled victims of sexual abuse, little 
evidence suggests that people with learning disabilities commit a disproportionate number of 
sexual offences (Clare & Murphy, 1998).
Given the frequency and severity of sexual abuse in the learning disability population, 
emotional, behavioural and social consequences are universal. Sexual abuse particularly 
relevant to clinical psychologists given the sequelae experienced by victims, such as 
behavioural problems, dissociative states, posttraumatic stress disorder and emotional 
withdrawal (Mansell et al., 1997) and the cognitive distortions identified in perpetrators 
(Hollin & Howells, 1991). While these characteristics have also been found in the general 
population, Sobsey & Doe (1991) claimed sexual abuse among learning-disabled people was 
frequently repeated, chronic and rarely reported, often because of communication difficulties.
Given the reported effects of sexual abuse and the challenges of working with these clients, 
the role of the clinical psychologist is expected to be multifaceted. This paper will therefore 
present the role o f clinical psychologists working with learning-disabled victims and
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perpetrators o f sexual abuse and their carers \  by focusing on the different stages of 
intervention -  pre-assessment, initial assessment, formulation, treatment, relapse prevention/ 
risk assessment and long-term prevention.
2. Pre-Assessment Considerations
To adequately prepare for the assessment of learning-disabled clients with histories of sexual 
abuse, it is useful for clinical psychologists to consider the reasons these clients come to the 
attention of services (Clare & Murphy, 1998).
Turk & Brown (1993) found over two-thirds of victims reported their sexual abuse. 
Professional/care staff raised the issue in 25% of cases and families in 4% of cases. This 
raises serious concerns about whether abuse would be discovered at all if the victim had 
insufficient communication skills to report their experiences.
Perpetrators may present to psychology services via the outcome of a police investigation 
(e.g. Probation/Hospital Orders with conditions for treatment) (Clare & Murphy, 1998). 
Alternatively, they may be referred without legal sanctions (e.g. where they have received a 
formal police caution, but the client’s service provider wishes them to receive treatment). 
Either way, the psychologist would work with both the client and carers to reduce the risk of 
re-offending by “providing a framework for minimising the possibility of further allegations 
and ensuring a consistent response if they do occur” (Clare & Murphy, 1998, p i 59). Sobsey 
& Doe (1991) described clients being referred for behavioural problems (e.g. aggression, non- 
compliance, inappropriate sexual behaviour) by carers unaware that they were victims of 
sexual abuse. In these cases, the psychologist would need to work with the client and their 
carers to reduce the client’s vulnerability to further abuse.
Prior to beginning assessment (regardless of whether the client is the victim or perpetrator), 
the psychologist will first need to clarify what the referral issues are and whether it is 
appropriate for these to be investigated by health, as opposed to social care or criminal justice 
agencies (Clare & Murphy, 1998). All relevant documentation must be obtained to 
thoroughly understand the allegations. Arrangements should be made to ensure that the client 
could be seen in a non-threatening, safe environment. The psychologist should then
determine whether the client has consented to intervention. If so, he/she must be informed 
that confidentiality cannot be restricted and that information would be shared with the
* Henceforth, the word “carer” will be used in this paper to refer to relatives, acquaintances and any staff (paid or 
voluntary) employed by learning disability services to work with or care for the client.
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multidisciplinary team (MDT) and multi-agency teams directly involved in his/her care 
(Department of Health and the Home Office, 1992). Clare & Murphy recommended making 
a written agreement or videotape with the client about confidentiality, with copies given to 
each agency involved.
Where intellectual impairment prevents consent, intervention may proceed if  deemed 
necessary to the client’s best interests (British Medical Association and the Law Society, 
1995). Under these circumstances, the psychologist should consult with colleagues involved 
with the client; Clare & Murphy (1998) recommended documenting any discussions and 
decisions made, for future reference. The psychologist must work according to the British 
Psychological Society’s (BPS) guidelines for the professional practice of clinical 
psychologists (BPS, 1995). Where psychologists are members of MDTs, colleagues should 
be consulted routinely and legal advice sought where necessary (Clare & Murphy, 1998).
Clare & Murphy (1998) recommended that psychologists be aware of the policies and 
procedures to follow should the client commit further offences (if they are the perpetrator) or 
make further allegations about the same or another perpetrator (if they are the victim), during 
intervention. The main person to contact about the case from each agency, the case-manager 
and the client’s key-worker should all be identified, and arrangements made to meet these 
individuals to discuss progress.
Clinical psychologists may therefore address sexual abuse at various levels. According to 
Sobsey’s (1994) ecological model of sexual abuse, psychological intervention may occur at 
three levels; the microsystem, where individual victims and perpetrators are supported; the 
exosystem, where the context within which the abuse occurred is addressed; and the 
macrosystem, where wider, social and cultural beliefs of clients are examined. Before 
treatment commences, however, the psychologist would need to clarify whether they are to 
work with both the perpetrator and the victim, if both individuals are accessing the same 
service. Moss (1998) argued such dual roles were usually incompatible, but not a rare 
exception of the clinical psychologist’s role. He emphasised the importance of role singularity 
to avoid conflicts of interest, where the psychologist would choose to work with either the 
perpetrator or the victim, whilst being informed about the progress o f the remaining client.
3. Initial Assessments
The assessment stage involves assessing the client, his/her carers and any day/residential 
services they may be accessing. Established methods of psychological assessment include
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self-report, psychometric assessments, reports from others, behavioural observations and 
archival data (Clare & Murphy, 1998).
3.1 Working With Clients
Sexual abuse comprises sexual acts occurring within relationships (ongoing or otherwise) “in 
which the power differences are so great that they preclude the possibility of the person with 
learning difficulties freely giving their consent” (Brown, Turk & Stein, 1994, p46). Given 
this, at the microsystem level, one of the main purposes of a psychological assessment of a 
sexually abused/abusing client would be to ascertain their level of comprehension, via 
interviews or psychometric assessments (e.g. Wechsler Adult Intelligent Scale, Leiter Scale) 
(Emerson et al., 1998). The psychologist might also work jointly with Speech and Language 
Therapists to assess comprehension and communication. Victims would be assessed to 
determine whether they were able to give consent or whether they were coerced under 
authority, force, threat or manipulation. Perpetrators would be assessed to establish whether 
they could differentiate between consenting and non-consenting interaction (Brown et al., 
1994). The results of these assessments would enable the psychologist to determine the extent 
their therapeutic skills need to be modified for understanding nonverbal communication 
(Mansell et al., 1997).
The assessment should also establish the client’s ability to engage in a therapeutic 
relationship, or whether treatment needs to occur via his/her carers (Moss, 1998). Information 
about the client’s developmental, psychosocial, medical, psychiatric and forensic histories, 
their lifestyle, skills and needs should then be sought. The extent to which the client could 
communicate their thoughts and ideas would need to be determined, or a reliable source 
should be identified to obtain this and other information pertaining to the abuse. These details 
would enable the psychologist to determine the client’s understanding of their experiences.
To understand the effects of the abuse on the victim, or why the perpetrator came to abuse, 
and how these effects were manifested, the psychologist would need to examine the client’s 
beliefs and feelings about him/herself, his/her sexuality and the abuse itself (Moss, 1998). 
Archival data would identify any previous experiences of abuse (as a victim or perpetrator). 
The psychologist could then determine the antecedents, behaviour and consequences of the 
client’s past and most recent abuse experiences to identify any cognitive and/or behavioural 
patterns (e.g. offending styles, cognitive distortions) on which treatment would later focus.
23
People with Learning Disabilities Essay
The clinical psychologist would also need to identify the most problematic aspects of the 
abuse for the client. Moss (1998) recommended any medical or behavioural issues that might 
impact on treatment should be identified and the extent of their influence understood. 
Additionally, for risk assessment and relapse prevention purposes, the psychologist would 
need to explore the context in which the client lived, his/her support networks, the support that 
had been offered to date, and carers’ opinions about the abuse and its effects (Moss, 1998).
When conducting assessments of clients, clinical psychologists are therefore presented with 
various factors for consideration. Several authors (e.g. Sinason, 1994; Fenwick, 1994; Turk & 
Brown, 1993; Dunne & Power, 1990) have argued that people with learning disabilities 
possess many characteristics that make them vulnerable to abuse. Sinason (1994) argued that 
communication difficulties prevent clients from disclosing abuse, allowing abusers, 
particularly those without disabilities, to easily exploit them. These communication 
difficulties often mean that clients must resort to engaging in behaviours such as excessive 
masturbation or highly eroticised behaviour that carers may dismiss as challenging and 
disruptive. This clearly hinders the possibility of early investigation. Sinason (1994) 
described such inappropriate behaviours as “perpetuation of abuse via (the clients’) own 
handling o f (themselves)” (p 171 ).
As with non-disabled victims, most abusers are known to victims with learning disabilities. 
Turk & Brown (1993) found this to be the case for 95% of their sample; 42% of perpetrators 
were other clients with learning disabilities. The authors also found that these perpetrators 
often committed multiple offences and were more likely to be discovered.
Mansell & Sobsey (1996) outlined various psychological factors likely to influence treatment 
outcome, which would require investigation during assessment. They argued that people with 
learning disabilities experience difficulties with coping because of a lack of socialisation - 
they often lack a strong supportive social network. Furthermore, their coping difficulties may 
be related to maturity level, cognitive limitations, poor problem-solving and communication 
skills, limited sexual knowledge, prolonged (physical) dependency on others and vulnerability 
to stress. Mansell et al. (1997) argued that clients might have difficulty understanding abstract 
concepts pertaining to exploitation and invasion of privacy, make more errors in logic and 
lack awareness of self-protection strategies. These issues are especially significant given that 
many childhood sexual abuse victims become abusers in adulthood (Hollin & Howells, 1991).
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Howells & Hollin (1993) found recidivism in this client group was common and learning- 
disabled perpetrators showed far less specificity regarding offence type and victim 
characteristics than non-disabled abusers. The victim’s age and sex were largely a matter of 
circumstance and opportunity than an indication of sexual preference. The authors discovered 
learning-disabled perpetrators rarely committed offences within established relationships with 
victims. They hypothesised that this may reflect the lack of opportunities for and 
discouragement of sexual relationships between people with learning disabilities.
Howells & Hollin (1993) reported that learning-disabled perpetrators displayed the same 
range of adverse psychosocial factors in their backgrounds as non-disabled perpetrators. Their 
histories often involved marital disharmony, parental separations, neglect, violence and poor 
control. Gilby, W oolf & Goldberg (1989; cited in Howells & Hollin, 1993) found that 20% of 
perpetrators had suffered childhood sexual abuse. Day (1993; cited in Howells & Hollin,
1993) found that many perpetrators had a history of school adjustment, behavioural problems, 
sexual naïveté, inability to understand appropriate sexual relationships, poor relationship 
skills, poor impulse control and susceptibility to the influence of others.
3.2 Working With Carers
Mansell & Sobsey (1996) recommended psychologists consider systemic influences by 
working collaboratively with carers to obtain critical information that clients may be unable to 
provide directly. For instance, liasing with carers, the psychologist could conduct 
observations to identify signs of abuse. With nonverbal clients, carers may observe excessive 
masturbation, eroticised behaviour, non-compliance and aggressive “acting-out” (Mansell et 
al., 1997). Sobsey & Doe (1991) claimed these behaviours often resulted in “secondary 
harmful consequences such as punishment or intrusive treatment of the victim” (p247). Even 
when carers knew abuse had occurred, victims were often removed from their homes or 
treatment programmes to control the abuse. Thus, they lost valuable placements and 
experienced further disruption to their lives. It is, however, important that carers differentiate 
between signs of abuse and inappropriate expressions of sexual preferences that have evolved 
from limited opportunities for developing relationships with consenting partners (Howells & 
Hollin, 1993).
Sobsey & Doe (1991) found that 44% of perpetrators were employed by learning disability 
services; 28% were service providers (e.g. carers). They concluded that risk o f abuse 
increased by 78% due to exposure to learning disability services alone, and that this largely 
explained the increased incidence of sexual abuse among learning-disabled people. Turk &
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Brown (1993) discovered no action was taken against sexual abusers in 50% of cases and that, 
following allegation, they continued to have access to victims in over half the cases. Little 
consideration was given to the emotional trauma victims might experience seeing their 
perpetrators, even though this might explain the behavioural problems for which many were 
referred.
From an exosystemic perspective. Moss (1998) stated that where carers have referred clients 
known to have been abused, the psychologist would need to determine how the abuse was 
discovered and the effect it had on the carer and the environment in which both parties 
existed. For example, were there other victims/perpetrators involved; what prevented the 
carer from discovering the abuse earlier? To prevent future incidents of abuse, the 
psychologist would need to be aware of policies and procedures for reporting and 
investigating cases within the establishment in which the abuse took place and where the 
psychologist was employed.
4. Case Formulations
After assessment, the psychologist will need to formulate the presenting problems within the 
context of psychological theory and/or practice to determine the most appropriate intervention 
for the client’s needs. Bruch (1998) described case formulation as comprising; a hypothesis 
about the relationship between the client’s various problems; a hypothesis about their 
aetiology; and predictions about future behaviour. It is perhaps this form of evidence-based 
practice that most emphasises the ability of clinical psychologists to work as scientist- 
practitioners.
Formulations vary according to different psychological approaches. Behavioural models, for 
example, would hold that behaviour viewed as “challenging” or problematic is functional and 
adaptive, a method by which the client is trying to regain some control over his/her 
environment. Functional analyses of behaviours enable the psychologist to determine how 
environmental internal/personal consequences maintain and reinforce the behaviours. For 
example, if  a client engages in excessive masturbation in inappropriate places, the 
psychologist might hypothesise that this was an example of operant behaviour maintained by 
a process of automatic or perceptual reinforcement (Emerson, 1998).
Cognitive approaches may focus on the emotional sequelae of abuse for the victim, such as 
posttraumatic stress or how the abuse may have developed/reinforced a negative self-image. 
Alternatively, psychologists may formulate that perpetrators with higher cognitive functioning
26
People with Learning Disabilities Essay
engage in cognitive distortions enabling them to deny internal inhibitions about sexually 
abusing (Morrison, Erooga & Beckett, 1994).
Psychodynamic approaches may focus on attachment and loss of a significant other. Sinason 
(1994) hypothesised that disabled victims are compliant because they fear abandonment by 
perhaps the only person (the abuser) to have initiated intimate contact other than physical 
care.
Systemic approaches, alternatively, may base formulations on the exosystems and 
macrosystems around the client, hypothesising about how the abuse could have occurred at 
all. Allington (1992) argued that the low social status o f people with learning disabilities “can 
ultimately result in the belief that abusing them is less reprehensible and less serious than the 
abuse of people without learning disabilities” (p59). These negative beliefs reduce the 
internal inhibitions of potential abusers (belonging to the exosystem). Allington also 
emphasised that, since learning-disabled people often lead isolated lives and were largely 
dependent on others for intimate care, confusion was likely to result about personal privacy 
and ownership of their bodies. The view held by society (the macrosystem) that people with 
learning disabilities are somehow “asexual” may further serve to devalue them, as it is likely 
to create a sense of disbelief or denial that they can be sexual abused at all. These 
misconceptions are further complicated by commonly-held myths about sexual abusing in 
general (e.g. only strangers commit offences, victims were flirtatious) (Morrison et al., 1994).
5. Treatment
5.1 Working With Clients
The clinical psychologist now has to adapt existing psychological treatment techniques so that 
they are accessible to and appropriate for the complex needs of people with learning 
disabilities who have histories of sexual abuse (Morrison et al., 1994). Some of these 
challenges were addressed during assessment. Literature on treatment issues in sexual abuse 
is largely based on non-disabled individuals, but attempts have been made to apply them to 
the learning disability population (Clare & Murphy, 1998; Moss, 1998). Treatment issues can 
broadly be divided into Level 1 Interventions - which focus on the physical, emotional and 
social issues of sexual abuse - and Level 2 Interventions - which focus on more specialised 
support (Moss, 1998).
According to Moss (1998), Level 1 Interventions are appropriate for treating groups o f clients 
(usually with good communication skills) or carers and so cover more generalised topics.
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Interventions include: increasing sexual knowledge and rectifying inaccurate beliefs; 
education about laws relating to sexual behaviour; understanding consent and being able to 
differentiate between consenting and coercive sexual relationships; and providing 
assertiveness and social skills training. Clinical psychologists need to ensure complex
theoretical models of sexual abuse are made accessible to clients and their carers (Moss, 
1998). They will also need to educate carers into understanding non-verbal communication 
and recognising that this is often the main method by which clients are able to express their 
emotions.
Level 2 Interventions are more appropriate for one-to-one intervention and tend to be tailored 
to the client’s specific needs (Moss, 1998). They might involve: helping clients recall events 
prior to, during and immediately after the abusive incident (i.e. imaginai exposure - Ehlers & 
Clark, 2000); helping clients communicate their emotional experiences of sexual abuse (e.g. 
through music therapy, movement, pictures); discussing sexual interests and fantasies; using 
cognitive restructuring, role-plays and modelling techniques to deal with cognitive distortions, 
denial, motivation to change and victim empathy; addressing the issue o f disability; 
understanding attachment and intimacy and developing informal social networks. Sinason 
(1994) found abuse was often perpetuated because the victim’s fear of abandonment ensured 
compliance, particularly where the perpetrator was a close attachment figure. Part of the 
clinical psychologist’s role in treatment would therefore involve helping victims deal with 
their guilt at being in this predicament and with issues o f loss - the loss of their pre-abused 
state and their loss of a significant and consistent attachment figure (the abuser) (Sinason, 
1994).
It is likely that the client (the perpetrator or victim) will have inappropriately acquired sexual 
knowledge. This has implications for carers and the psychologist in terms of how to ensure 
their sexual needs are being met adequately, whilst helping them come to terms with their 
experiences of abuse/abusing. Psychologists need to educate clients about exhibiting certain 
behaviours (e.g. aggression, masturbation) more appropriately. Providing carers with 
guidelines would then reinforce these new skills. This technique of behaviour modification 
would also incorporate relaxation strategies (e.g. breathing techniques, progressive muscular 
relaxation, sensory room sessions). Additionally, the client would be helped in developing 
the ability to generalise between treatment sessions and maintain progress (Moss, 1998).
To improve accessibility of treatment for people with learning disabilities, Morrison et al. 
(1994) suggested the use of visual aids (e.g. pictures, symbols) and role-plays. They also
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recommended sessions were brief but frequent; that material was over-learned; and that 
session aims were communicated to all carers and practitioners to ensure the work was 
consolidated. Mansell et al. (1997) recommended that psychologists individualise treatment 
but be prepared to engage significant others because of the client’s dependence on them. 
They also suggested “therapists should emphasise normalisation as much as possible, but 
balance this with providing opportunities for the client to make choices and decisions” (p297).
Howells & Hollin (1993) recommended that treatment for perpetrators should include sex 
education and counselling, relationship skills, instilling personal responsibility, establishing 
acceptable social mores, and improving social, educational and occupational skills, self-image 
and self-confidence. They found that learning-disabled perpetrators who commit only sexual 
offences tend to have a better prognosis and so could be better managed in the community, 
where “non-psychologists” may carry out psychological interventions. Clinical psychologists, 
with their more specialist skills, could then supervise these professionals (as suggested in the 
Manpower Advisory Service Report, 1989).
For perpetrators who persistently commit sexual and other offences, Howells & Hollin (1993) 
recommended highly specialised interventions using the specific skills of clinical 
psychologists. Most studies, however, focus on non-disabled clients and findings are 
generalised to the learning-disabled population. While this may be applicable to clients with 
good communication skills and higher intellectual functioning, little consideration is given to 
how clients with limited skills may be treated. Some authors (e.g. Emerson, 1998; Moss, 
1998; Allington, 1992) suggest improving and facilitating communication in clients who 
express their feelings non-verbally, usually in ways challenging to their carers (e.g. 
aggression). As Fenwick (1994; cited in Moss, 1998, p i 84) suggested “one cannot help but 
wonder just how many people with ‘challenging behaviour’ have been victims of sexual abuse 
at some time in their lives?”
5.2 Working With Carers
Howells & Hollin (1993) recommended a multidisciplinary approach when treating people 
with learning disabilities who sexually abuse or have been abused, where programme goals 
should be explicitly stated. Riding (1999) described various approaches that have been 
adapted for use with sexual offenders with learning disabilities. These include: the STAR 
approach (setting conditions, triggers, actions and results), which provides a conceptual 
framework for understanding sexual abuse; and the cognitive-behavioural Adapted Sex 
Offender Treatment Programme, which combines psychotherapy and psycho-educational
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techniques to instil victim empathy, reduce cognitive distortions and encourage more 
appropriate forms of sexual interaction. These programmes often have the advantage o f being 
manual-based and so can be facilitated by non-psychological staff under the supervision of a 
psychologist. The accessibility of such psychological techniques therefore encourages skills- 
sharing across professions.
6. Relapse Prevention/Risk Assessment
Although the initial assessment must include a risk assessment, once treatment is completed, 
the psychologist is responsible for evaluating progress to predict the possibility o f relapse 
either in the perpetrator or the victim (Hollin & Howells, 1991).
Morrison et al. (1994) recommended developing relapse prevention plans once perpetrators 
accomplish all treatment goals. Their assault cycles can be used to identify potential risk 
situations, cognitions and behaviours; strategies are then planned and rehearsed. Carers 
should be involved in devising plans and informed about recognising and responding to risk 
situations.
Regarding the victim, it is important that psychologists increase understanding of the different 
stages of recovery, each of which requires different levels of support. Moss (1998) suggested 
mapping out the client’s behavioural communications relating to the different stages for 
carers. This enables them to appreciate current situations and anticipate the likelihood of 
future experiences, thereby empowering them to work more creatively with the client.
McCarthy (1998) recommended that relapse. prevention involve sex education aimed at 
developing self-esteem and assertiveness skills in all areas of life. Self-protection, 
empowerment, sexual pleasure and autonomy should also be emphasised and aspects of care 
such as privacy, confidentiality, greater independence and control regarding personal care, 
negotiated. Furthermore, services should ensure that clients, especially women, lead fuller, 
more independent lives, where they feel more socially connected.
Howells & Hollin (1993) argued that people with learning disabilities commit sexual offences 
because o f limited opportunities for appropriate sexual relationships; a more enlightened 
approach to the sexuality of clients might therefore reduce future offending significantly.
Education packages enabling clients to develop knowledge about their bodies and to recognise 
inappropriate physical contact would promote better self-protection, provided this information
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was delivered effectively. Literature must be accessible and appropriate to the literacy levels 
of the clients using them. The information should be accessible to both clients and carers; if 
the only person to read the information were the abuser, progress would be hindered (Moss, 
1998).
7. Long-Term Prevention
Regarding the long-term prevention of abuse, it is essential that action be taken at the 
individual, collective, practice and policy levels (McCarthy, 1998).
Brown (1994) recommended educating clients and carers about identifying abuse and 
reporting it through official channels so that support services could be accessed and sanctions 
or interventions instituted against perpetrators. Failure to report and confront abuse for carers 
should be regarded as failures in prevention and response. Brown also suggested that care 
staff should be screened and/or registered, and the use of short-term agency staff minimised. 
Clearly clinical psychologists possessing Chartered Status with the BPS would meet this 
criterion.
When working with highly emotive issues such as sexual abuse, the impact on carers and 
practitioners should be considered. Clare & Murphy (1998) claimed carers often felt 
unsupported and resentful that treatment took so long to show positive results. The authors 
recommended psychologists took time to repeatedly explain the rationale behind intervention 
and kept carers informed, with written guidelines, of decisions made by the multi-agency team 
working with the client. Sinason (1994) emphasised that sexual abuse was a violation for the 
victim and for the network in which it occurred. To know that a trusted colleague or relative 
has been implicated is likely to devastate staff or family. She recommended these matters be 
addressed through supervision, support and skills training about responding to and coping 
with allegations.
Clare & Murphy (1998) also emphasised providing support for practitioners, given the often 
overwhelming demands of working with people with learning disabilities, whether they are 
perpetrators or victims. The long-term nature of the therapeutic work combined with working 
in environments that are often unsupportive and hostile to working with this client group can 
also result in demoralisation. Thus, Clare & Murphy recommended offering supervision to 
practitioners, with opportunities to discuss the case with others who are not directly involved. 
Moss (1998) believed supervision ensured that intervention was based on clients’ needs and 
decisions were based on evidence and informed knowledge o f them, rather than the
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practitioner’s or carer’s own expectations or beliefs. Clare & Murphy also suggested staff 
liase closely with multi-agency team members and regularly engage in co-working.
Moss (1998) argued long-term prevention of abuse should be addressed within services 
through policy initiatives, which can be informed by clinical psychologists. McCarthy (1998) 
suggested the risk of abuse would reduce if: male sexual abusers with very mild/borderline 
learning disabilities were not placed in services for people with learning disabilities; if 
women-only services were made available for vulnerable clients or those who prefer them; if 
recruitment and selection procedures examined attitudes that care staff, managers, purchasers 
and commissioners have about sexual abuse; and if effective citizen- and self-advocacy for 
people with learning disabilities were developed. Morrison et al. (1994) argued staff needed to 
be educated and their attitudes towards this client group positively influenced.
Turk & Brown (1993) developed a model for filtering out cases of abuse, which 
recommended that once abuse was recognised and reported, and intervention completed, 
detailed records should be kept of all incidents that are accessible for all future services should 
the perpetrator or victim relocate. The authors also suggested that service providers conduct 
regular reviews to evaluate the efficacy of their reporting and monitoring practices.
Regarding wider issues, evidence supporting approaches to working with either sexual abuse 
victims or perpetrators with learning disabilities is lacking (Riding, 1999). Clearly, clinical 
psychologists have a role in investigating the efficacy and outcomes of methods of 
intervention to ensure evidence-based practice; Riding (1999) argued that without access to 
effective intervention and accurate outcome data, victims and perpetrators would go 
undiscovered and so unsupported. Furthermore, information about successful treatment 
outcome would enable psychological services (given limited resources) to train other staff to 
implement interventions under supervision, promoting skills-sharing between disciplines. 
Allington (1992) recommended social attitudes towards people with learning disabilities be 
changed through widespread education and the promotion of equal opportunities. Sex 
education encouraging the recognition and reporting of abuse could be offered routinely in 
day/education centres attended by people with learning disabilities. This would develop 
awareness and encourage discussion within a safe environment amongst clients and staff.
8. Summary and Conclusions
The evidence suggests that the experiences of people with learning disabilities who have been 
sexually abused differ little from non-disabled individuals, although “abuse of anyone with a
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mental handicap does...present our services with special, although not unique, difficulties” 
(Brown & Craft, 1989, p i 56).
While, essentially, clinical psychologists may tackle the presenting problems of all clients in 
similar ways (i.e. assessment, formulations, intervention, evaluation, risk assessment and 
relapse prevention), working with clients with histories of sexual abuse presents other issues 
for consideration, such as those involving the criminal justice system. Working with people 
with learning disabilities presents additional issues, particularly those pertaining to the 
person’s level of understanding of what has happened and their ability to give consent.
Thus, it appears the approach that clinical psychologists use when working with people with 
learning disabilities differs from that used when working with non-disabled people, whereas 
ûiQ process of intervention essentially remains the same. In either case, when working within 
the area of sexual abuse, clinical psychologists clearly have an essential role to play at 
individual, collective, practice and policy levels (McCarthy, 1998).
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Anxiety Disorders in Childhood are Fundamentally Different 
from Anxiety Disorders in Adulthood.
Discuss with Reference to the Theory and Treatment of Two Anxiety Disorders.
1. Introduction.
Discussions focusing on making distinctions between anxiety disorders in children and adults 
have developed over several decades. Kierkegaard (1944) (cited in Klein & Last, 1989) 
placed the origins of anxiety in early development, claiming infants experienced diffuse, 
objectless anxiety “associated with a vague awareness of possibility” (p ll) . When they 
become conscious of themselves between ages one and three, they discover their freedom and 
the conflicts it presents; with this awareness comes anxiety. Klein & Last also cited work by 
Emminghaus (1887) who argued that childhood and adult psychopathology differed and 
should be distinguished. He described anxiety in children in terms of mental overstrain, 
withdrawal, tearful apprehension and psychosomatic symptoms and believed parental 
severity, neural exhaustion and over-ambitiousness for the child were the causes.
Freud (1948) integrated anxiety into a comprehensive theory of psychological development, 
based on observations of adult patients. He believed anxiety resulted from an overwhelming 
influx of stimuli (internal or external), resulting in excessive tension, which the person was 
unable to discharge effectively. Infants were liable to such trauma because of their under­
developed ego. Freud claimed internal stimuli were the most likely cause of traumatic anxiety. 
For example, the infant would experience anxiety as a result of being deprived of attachment 
(not being in close proximity to the mother, the provider of food, etc.), due to inability to 
control the intensity of his/her internal drive to survive. The origin of the anxiety is thus 
internal as the experience of internal drives overwhelms the infant’s rudimentary ego.
Through development, Freud believed children learned to anticipate traumatic situations, 
which prompted the ego to attempt to avert danger, usually by activating avoidance 
behaviours. Freud saw anticipatory anxiety as an important developmental achievement. 
Anna Freud (1965) agreed, claiming the ego was responsible for age-adequate control of 
anxiety; children who tried to rationally control anxiety by changing external circumstances 
only succeeded in maintaining or increasing it.
While anxiety is considered a normal emotion experienced throughout life, anxiety disorders 
are characterised by irrational fears or worries that cause significant distress and/or functional
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impairment (Labellarte, Ginsburg, Walkup & Riddle, 1999). These disorders occur in 5-18% 
of children, with age of onset typically between 7-12 years (Costello & Angold, 1995). In 
comparison, 8% of adult psychiatric outpatients suffer from anxiety states, with age of onset 
commonly in the mid-to-late twenties (Clark, 1989).
Anxieties in children cause concerns when the severity or duration impinges on 
developmental routines (Kendall, 1994). Studies have shown the negative impact of anxiety 
on academic work and social adjustment (e.g. Strauss, Lease, Kazdin, Dulcan & Last, 1989). 
Kendall believed this had long-term implications for adult functioning; Last, Perrin, Hersen & 
Kazdin (1992) found 80% of affected adults claimed onset prior to age 18. Older children 
reported significantly higher levels of anxiety than younger children with the same diagnoses 
(Riddle, 1998), suggesting symptoms worsen over time. At least 13 anxiety disorders can be 
diagnosed in children according to DSM-IV criteria (American Psychiatric Association 
(APA), 1994) and, as with adults, there is often comorbidity with other psychiatric disorders 
(Labellarte et al., 1999). Given this and the suggested relationship with adult anxiety 
disorders, it is essential to address anxiety disorders in children.
The issue concerned in the title of this paper is about how anxiety disorders in children and 
adults “fundamentally” differ from eachother. This paper will therefore consider how two 
types of anxiety disorder - obsessive-compulsive disorder (OCD) and panic disorder (PD) - 
are manifested in juveniles^ and whether these presentations are distinct from those seen in 
adults. These disorders have been selected as they appear to have the most well-developed 
literature (Ballenger, 1999). Comparisons between childhood and adult presentations of OCD 
and PD will focus mainly on psychological theories and treatments due to the anticipated
detail of the ensuing discussion and brevity of this paper.
2. Obsessive Compulsive Disorder (OCD)
2.1 Onset. Prevalence, Gender Differences and Familialitv
OCD is a common psychiatric disorder, with onset before age 18 in over 80% of adult cases 
(Riddle, 1998), although Shafran (2001) claimed the majority of adolescents with OCD do not 
continue to develop it in adulthood. Like adults, lifetime prevalence of OCD in adolescents is 
1-3%; no prevalence data have been reported for OCD in pre-adolescents (Black, 1996).
Unlike other anxiety disorders, males outnumber females 3:2 or 2:1 in juvenile OCD,
especially younger clients; adult cases usually show equal gender distribution (Shafran, 1998).
 ^ For simplicity, the term “juvenile” will be used in this paper to refer to pre-adolescent and adoleseent 
individuals, unless otherwise stated.
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Swedo & Rapoport (1989)(cited in Klein & Last, 1989) reported age of onset as negatively 
correlated with being male: 83% of adolescents with onset before age eight are male.
Riddle (1998) found 70% of children with OCD had an affected parent. However, while the 
rate of affected first-degree relatives of juveniles is higher than for adults, the majority of 
probands have no affected first-degree relatives (Shafran, 2001). Riddle found earlier onset 
related to greater likelihood of familiality of OCD. Affected relatives therefore need 
evaluation and treatment to prevent compromising the effective management of the child. 
This is significant as, unlike in adults, there is often over-involvement of relatives in juvenile 
OCD cases. Since positive family history can be an adverse prognostic factor in juvenile 
OCD, some (e.g. Geller, Biederman, Jones, Park, Schwartz, Shapiro & Coffey, 1998) have 
suggested that childhood-onset OCD may develop into a more complicated course in juvenile 
sufferers than in adults for whom onset is later.
2.2 Svmptoms
Riddle (1998) reviewed literature on paediatric OCD and found that nosology and 
classification in juveniles were similar to that in adults, as obsessions were defined as 
recurrent thoughts and images and compulsions were recurrent behaviours. Swedo & 
Rapoport (1989) found the content of obsessions and compulsions among adolescents were 
similar to those in adults. The obsessions of juveniles typically involved harmful events, 
death and contamination. Like adults, juveniles tried to ignore/suppress intrusions by 
engaging in compulsive rituals (e.g. checking, washing), which can lead to slowness and 
accusations of “daydreaming” (Shafran, 1998). Shafran claimed pure obsessions were rarely 
found in juvenile OCD, whereas compulsions without obsessions were more common in 
juveniles than adults, as were tics, neurological and neuroendocrine abnormalities.
OCD is characterised by causing distress and interference in sufferers’ lives. Leonard, Swedo, 
Allen & Rapoport (1994) found juveniles experienced interference in relationships and school 
performance, with families struggling not to reinforce children’s rituals. The authors’ follow- 
up studies of adult sufferers showed that 72% had impaired occupational functioning.
2.3 The Assessment of OCD
Clinical interviews are often used to assess anxiety in children in the absence of a “gold 
standard” to base reliable and valid diagnostic procedures (Shafran, 2001). While 
standardised assessments for children exist, some (e.g. the Leyton Obsessional Inventory-
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Child Version) have been criticised for high false-positive rates and poor test-retest reliability 
(Shafran, 2001).
Several authors have questioned the reliability of interviews with children. Riddle (1998) 
claimed many children with OCD go undiagnosed. He found children under five rarely 
reported obsessions, either because their cognitive development did not facilitate the 
observation and description of their thoughts, or because fear, confusion or embarrassment led 
them to hide obsessions from parents and clinicians. Since diagnoses are usually made in 
primary care settings where there is rarely time for in-depth interviews, Shafran claimed many 
OCD symptoms go unnoticed or are mistaken as normal childhood mannerisms (e.g. 
stereotypical superstitions). This is despite the fact that by age eight or nine developmental 
rituals have usually been replaced by collections and focused interests (Leonard et al., 1994).
2.4 Psvchological Theories of OCD 
Behavioural Theory
This theory of OCD postulates that through conditioning, obsessional thoughts become 
associated with anxiety. These thoughts cannot be extinguished because sufferers typically 
develop escape and avoidance behaviours, such as checking and washing (Clark & Fairburn, 
1997). This view led to the development of exposure and response prevention (ERP) 
(Rachman & Hodgson, 1980) (cited in Clark & Fairburn, 1997), which involves exposing 
sufferers to stimuli that provoke obsessional responses, and then helping them to prevent 
avoidance and escape (compulsive) symptoms.
Rachman & Hodgson (1980) applied their ERP theory to obsessional patients: as predicted, 
evoking obsessions associated them with increased anxiety. If  ritualising began, anxiety 
would immediately decrease; if ritualising were delayed, anxiety would decrease after a 
longer period (usually one hour later). The authors also found that when sufferers refrained 
from ritualising, the anxiety level on the next trial was lower, but did not occur when 
ritualising took place.
Various theorists, like Foa & Kozak (in press) (cited in March, Franklin, Nelson & Foa, 
2001), have applied behavioural treatment to adult sufferers of OCD. Treatment typically 
involved information-gathering, ERP, generalisation-training and relapse prevention. Foa & 
Kozak found graded exposure and flooding procedures had strong empirical and clinical 
support, with exposure reducing phobic anxiety and response-prevention reducing rituals. 
Success rates for ERP in adult sufferers have been up to 90% (Piacentini, 1999).
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Literature on the application of behavioural theory in juveniles with OCD is less developed 
than adult literature. Theories of childhood OCD have been based on adult theories, with 
evidence for ERP utilised with juveniles based on single case studies (March et al., 2001). 
Shafran (1998) argued ERP enabled sufferers to test personal beliefs by monitoring what 
happened when compulsive urges were resisted. She found anxiety resulting from ERP 
usually declined within an hour, suggesting that behavioural tests induced cognitive change. 
This led to the development of the cognitive-behavioural theory (CBT) of OCD.
Cosnitive-Behavioural Theory (CBT)
Salkovskis’s widely-accepted model of OCD (Shafran, 2001) placed behavioural theory 
within a cognitive framework following growing evidence that OCD incorporated cognitive 
distortions concerning risk appraisal and responsibility (Salkovskis, 1985; Salkovskis, 
Forrester & Richards, 1998). He claimed OCD was maintained when normal intrusive 
thoughts were appraised in terms of responsibility for harm. That is, there was an 
overwhelming belief in being the cause of serious harm to the self or others, or in failing to 
prevent harm. By assuming responsibility, sufferers believe they can create or prevent 
subjectively crucial negative outcomes and are driven to take corrective action to reduce the 
probability of them occurring (Salkovskis et al., 1998). The personal significance of intrusive 
thoughts also plays an important role in maintaining OCD.
The M asical Thinkins Hypothesis
There has been considerable support for CBT and the role of responsibility in adults (Shafran, 
2001, cited studies by Salkovskis & Campbell, 1994 and Shafran, 1997). However, this 
theory has rarely been applied to juveniles (Shafran, 1998). Interest has nevertheless 
developed in the role of “magical thinking” in the cognitive processing of young children. 
Bolton (1996) believed children developed a rational grasp of everyday causal principles from 
early infancy but utilised magical thinking to comprehend violations of these principles. This 
enabled them to believe they were able to control (or understand) unpredictable events. The 
need for magical thinking gradually lessens as children acquire greater understanding o f 
causal principles through experience and observation.
However, Bolton (1996) claimed some children overestimate their control over events - some 
events cannot be explained through magical thinking. This causes anxiety. Bolton claimed, 
to relieve anxiety, many children develop displacement behaviours (e.g. washing, checking), 
which become associated with relating thoughts (i.e. dirt, danger) resulting from inability to 
magically explain some phenomenon. This argument and its relation to OCD has been
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recognised by others, like Freud (1948), who understood these processes in terms o f drive 
conflict, and Rachman & Hodgson (1980) in their ERP theory, which focuses on classical 
conditioning principles (i.e. stimulus-response associations).
Bolton (1996) believed the magical thinking and displacement behaviour hypotheses could be 
linked with CBT and behavioural frameworks in juveniles with OCD. In CBT, appraisals of 
(magical) thoughts are treated by monitoring and challenging distorted beliefs about 
responsibility and control (Salkovskis, 1985). However, Bolton believed CBT ignored the 
origins o f the exaggerated sense of responsibility and magical thinking that are characteristic 
of childhood OCD, and failed to explain the functional utility of OC behaviour as giving the 
illusion of control over uncontrollable events. Behavioural theory regards displacement 
behaviours/compulsions as anxiety-reducing strategies prompted by obsessional/magical 
thoughts, so treatment involves extinction, as obsessions are considered irrational fears. Thus, 
juvenile sufferers tend to receive behavioural treatments, as cognitive interventions are 
reportedly less effective than ERP in reducing their OCD symptoms (Foa & Kozak, in press, 
cited in March et al., 2001).
2.5 The Psvchological Treatment of OCD
Riddle (1998) claimed a large gap existed between the proportion of juveniles diagnosed with 
OCD (2-3%) and those receiving treatment (less than 10%). Nevertheless, as with adults, 
response prevention has been the most successful behavioural intervention with juveniles 
(Riddle, 1998), particularly in reducing ritualistic behaviours. Bolton, Collins & Steinberg 
(1983) described the treatment o f 15 adolescents presenting these symptoms. ERP was used 
to decrease compulsive checking and/or cleaning with most symptoms relieved entirely. 
Treatment gains were maintained at 9 and 48months. Francis (1988) described extinction 
procedures for eliminating compulsive reassurance-seeking behaviours, such as training carers 
to make non-reinforcing comments to sufferers engaging in ritual questioning.
Riddle (1998) found that children with OCD often involved their parents in rituals; they may 
continuously ask for reassurance until it feels “just right”. Parents often complied thereby 
reinforcing the rituals. Riddle claimed these behaviours were sometimes conceptualised as 
symptoms of separation anxiety disorder.
Family involvement is a major consideration when treating childhood OCD, with almost all 
reports including family participation, either as observers or co-therapists (Mendlowitz, 
Manassis, Bradley, Scapillato, Miezitis & Shaw, 1999). Reportedly, many ritualistic OC
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behaviours are maintained by parents’ behaviours: Queiroz, Motta, Madi, Sossai & Boren 
(1981) found parents displayed similar ritualistic behaviours or colluded/ignored children’s 
behaviours. They successfully treated a nine-year old boy exhibiting multiple compulsions by 
incorporating the extinction of maternal attention for maladaptive behaviours, the 
development of alternative responses and a token-system to reinforce alternative behaviours. 
Mendlowitz et al. (1999) studied the effect of parental involvement on the outcome of CBT 
for affected 7-12 year olds. They found parental involvement enhanced the effect of coping 
strategies, resulting in greater improvement in emotional well-being, compared to treatment 
groups without parental involvement.
Ballenger (1999) found childhood OCD shared many characteristics with the adult form. He 
argued that adults often reported an onset during childhood or adolescence. The hypothesis 
that childhood and adult disorders would have the same response to pharmacological 
treatment led to the treatment o f children with medications previously found to be effective in 
adults. Ballenger cited several studies indicating that pharmacological treatment produced 
improvement in 75% of OCD cases, which paralleled reports of adult patients. Nevertheless, 
Labellarte et al. (1999) argued that, generally, insufficient data on efficacy existed regarding 
treatment for paediatric anxiety disorders. They claimed clinicians treated anxious juveniles 
with “a myriad of approaches...(extrapolating) from anxiety treatment data in adults” (pi 568).
Ballenger (1999) claimed 60-80% of patients with anxiety disorders responded to 
psychopharmacological treatments, CBT or both. The evidence was strongest for OCD and 
PD. This generated much research into treatment issues, prompting the need for public and 
professional education. Ballenger claimed most physicians were unaware of the significant 
treatment advances of anxiety disorders. Many patients still received non-specific treatments, 
with one-third not receiving any significant benefit from them. This was particularly true of 
primary care settings, where 80% of these patients received their treatment and where anxiety 
disorders were still poorly recognised. Ballenger explained that this was largely due to the 
poor availability of CBT therapists in these settings and the financial implications of training 
staff and/or prescribing expensive medications.
2.6 Summarv of OCD Literature
Evidence of age of onset, gender differences, familiality and comorbidity indicates that 
juvenile OCD differs meaningfully from adult OCD. Differences have also been highlighted 
regarding how OCD is treated across both client groups, with behavioural treatment 
reportedly more common in juveniles. Recently, however, leading researchers have placed
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OCD within a neuropsychiatrie framework. Shafran (2001) described studies reporting 
abnormalities in basal ganglia development and dysfunction o f frontal-subcortical brain 
circuitry. While neuropsychological dysfunctions have not been found in juveniles, 
“abnormalities in the thalamus and caudate nucleus (were) central neurobiological deficits in 
juvenile OCD and that paroxetine treatment (reversed) this deficit via serotonergic 
mechanisms” (p53). Despite this, psychological theories of juvenile OCD seem based on 
theories of adult OCD due to similarities in symptoms across both groups. Furthermore, 
limited literature exists on childhood OCD, leaving many questions unanswered, such as 
about predictors of prognosis (Riddle, 1998).
3. Panic Disorder
3.1 Onset. Prevalence. Gender Differences and Familialitv
PD is a common psychiatric disorder, characterised by recurrent and unexpected panic attacks. 
Dummitt & Klein (1994) estimated prevalence rates were 1%. For adults, the peak age of 
onset is between 15-19years, with 18% of adults indicating onset before age 10. Ollendick 
(1998) found proportions of affected adolescents varied from 15% in hospitalised samples to 
63.3% in community samples, with many having PD with agoraphobia (PDAG).
Ollendick, Mattis & King (1994), however, questioned the validity of retrospective, self- 
report studies. They reported substantially lower estimates for childhood onset, citing Fyer, 
Endicott, Mannuzza & Klein (1985) who found only 1% of 903 anxiety-disordered adult 
patients had spontaneous panic attacks before age 13. Similarly, Dummitt & Klein (1994) 
argued many symptoms described by patients were similar to those of separation anxiety 
disorder and phobias. Klein (1964)(cited in Ollendick et al., 1994) suggested severe 
childhood separation anxiety was a precursor of adult PD, as discovered from childhood 
histories reported by 50% of adults with PD in a study of 32 inpatients. Klein found such 
histories were not reported by other types of patients.
The issues of whether separation anxiety with panic symptoms at times of separation is an 
antecedent of PD, and whether spontaneous panic in pre-adolescents is misdiagnosed as 
separation anxiety disorder, contribute to the controversy surrounding PD in pre-adolescents 
(Dummitt & Klein, 1994). Ollendick et al. (1994) acknowledged methodological flaws in 
these studies, but believed PD as defined by DSM-IV (APA, 1994) existed in adolescents. 
King, Ollendick, Mattis, Yang & Tonge’s (1997, cited in Ollendick, 1998) study of 647 
adolescents found that 16% met the DSM-IV criteria for PD. Twice as many adolescent girls 
reported panic attacks as boys, but no differences were found in symptomology. The most
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common situations leading to panic attacks were separation from someone important and 
walking alone at night. 21% of adolescents claimed attacks had occurred unexpectedly.
Regarding familiality, Moreau, Weissman & Warner (1989, cited in Ollendick et al., 1994) 
identified 7 juveniles with PD from 220 children of depressed mothers. Four had a parent 
with PD comorbid with depression. Van Winter and Stickler (1984, cited in Ollendick et al.,
1994) reported a high prevalence of panic attacks in first- or second-degree relatives.
3.2 Svmptoms
PD is characterised by the onset of a panic attack - “a discrete period of intense fear or 
discomfort that has an abrupt onset, reaches a peak within 10 minutes and is accompanied by 
at least 4 of 13 somatic or cognitive symptoms” (APA, 1994, p394). Somatic symptoms 
include shortness of breath, accelerated heart rate, trembling and nausea. Cognitive symptoms 
include fear of dying and losing control. Aciemo, Hersen and van Hasselt (1993) found adult 
sufferers were usually highly somatically-oriented, attuned to interoceptive stimuli, typically 
attributed their symptoms to physical illnesses, sought help from medical professions and 
scored higher on scales of hypochondria, compared to adults with other anxiety disorders. 
While PD in pre-adolescents has been questioned (Nelles & Barlow, 1988) psychiatric 
evaluations of adolescents have revealed specific fears/worries about dying, school 
performance and the death of friends. Many had a family history o f psychological disturbance 
and/or marital discord (Ollendick et al., 1994).
3.3 The Assessment of PD
Dummitt & Klein (1994) stated that PD was diagnosed in “individuals who experienced 
spontaneous panic attacks in specific situations (and) developed anticipatory fear or 
avoidance...(even when they no longer report) a fear of further panic attacks as the reason for 
avoidance” (p253). They recommended clinicians elicit the time-course of symptom 
development to differentiate between PD and other anxiety disorders. However, PD can 
concur with other anxiety disorders involving situational and spontaneous attacks (e.g. social 
phobia comorbid with PD). Thus, Ollendick et al. (1994) argued that in assessing PD in 
adults or juveniles, clinicians need to ensure one or more spontaneous panic attacks have 
occurred unexpectedly and are not triggered by anxiety-provoking situations or situations in 
which the individual is the focus o f others’ attention.
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3.4 Psvchological Theories of PD
As with OCD, while a substantial amount of research has been conducted on adult PD, limited 
work has been conducted on juveniles. However, attempts have been made to apply many 
theories of adult PD to juveniles, as described below.
Cosnitive Theory (CT)
Etiological theories of adult PD suggest a cognitive origin of attacks (Aciemo et al., 1993). 
The CT of panic focuses mainly on fear responses to internal sensations and holds that attacks 
result from catastrophic misrepresentations of benign somatic cues. Salkovskis, Clark & 
Hackman (1991) Stated that unfamiliar internal cues (e.g. suddenly increased heart-rate) are 
interpreted as evidence of imminent harm, resulting in additional anxiety. This exacerbates 
internal states, leading to additional catastrophic misinterpretations. This cycle eventually 
develops into a panic attack.
The CT of PD has received criticism from various theorists. Acierno et al. (1993) claimed 
catastrophic cognitions often followed  rather than preceded initial panic attacks. Furthermore, 
80% of attacks occurred during non-dreaming sleep-states, indicating that there was no 
recollection of thoughts (catastrophic or otherwise) preceding attacks.
While CT adequately explained PD in adolescents who are thought to possess greater 
cognitive capabilities (e.g. Kearney, Albano, Eisen, Allen & Barlow, 1997), when applied to 
younger children, the possibility of PD was questioned. Nelles & Barlow (1988) argued that 
young children relied on notions of external causality - they experienced the physical 
symptoms of panic (e.g. hyperventilation), but were unlikely to catastrophise them. The 
authors believed pre-adolescent children possessed the cognitive capacities for abstraction and 
self-awareness, concepts essential for catastrophic misrepresentations to occur. Kearney et al. 
claimed children under nine lacked the ability to believe their physical symptoms were 
“dangerous”, but acquired knowledge about injury and death usually by ll-13years. Indeed, 
Hayward, Killen, Hammer, Litt, Wilson, Simmonds & Taylor’s (1992) study of 6th and 7th- 
grade girls found rates of attacks strongly corresponded with higher developmental age, 
indicating that they did not typically occur in prepubertal children.
However, Ollendick (1998) argued that given reports of PD-like symptoms in young children, 
while they may not be able to identify internal, psychological factors as the cause of panic, 
their interpretations of their symptoms might contribute to understanding how PD presents in 
young children. Thus Ollendick was more cautious in his evaluation of the CT of PD.
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The Hvverventilation Theory and the Classical Conditionins Theory
Ley (1991), among others, argued that hyperventilation was common in PD sufferers; its 
voluntary induction frequently caused them to believe an attack was imminent. Ley explained 
that inappropriate hyperventilation (e.g. during resting states) resulted in various dyspneic (i.e. 
the sensation of drowning on land) symptoms such as depersonalisation, derealisation and 
impending sense of doom. Panic - marked motor and autonomic reactivity - was therefore a 
natural response to the perception of uncontrollable dyspnea and served to restore carbon 
dioxide in the blood to it normal levels.
Nelles & Barlow (1988) argued that symptoms in adults of “hyperventilation syndrome” were 
similar to those presented in childhood PD. They cited a study by Enzer & Walker (1969) of 
5-16year old children revealing that during hyperventilation attacks children aged above 
Myears described specific fears about dying and heart trouble. These thoughts paralleled 
those reported in adults with PD, suggesting that panic attacks with cognitive 
misinterpretations rarely existed in pre-adolescent children.
Despite the plausibility of the hyperventilation theory, Acierno et al. (1993) believed the 
frequency of attacks in some sufferers suggested other causes of panic existed. Classical 
conditioning theory suggests initial panics are caused by unconditioned stimuli such as 
hyperventilation or other discrete events (e.g. dyspnea, drug-induced attacks), leading to the 
unconditioned response of motor agitation. Any interoceptive stimuli present during the 
initial panic become conditioned stimuli for future panics (Wolpe & Rowan, 1988).
The conditioning theory of PD gained support from Barlow (1988) who developed an 
etiological model of panic in children. It proposed some children had a biological 
vulnerability predisposing them to panic attacks. Furthermore, they had a predisposition to 
focus anxiety on internal somatic events and a psychological vulnerability characterised by 
anticipatory anxiety over the possibility of future attacks. PD and avoidance behaviour 
therefore developed as coping-responses moderated by perceptions of safety. Ollendick 
(1994) based his developmental theory of PD on Barlow’s, but claimed “psychological 
vulnerabilities” developed from separation anxiety resulting from the child’s anxiety at the 
possibility of an attachment bond breaking. This is reminiscent of Freud’s (1948) theory of 
the significance of internal drives (e.g. needing close attachment) in the development of 
anxiety in young children.
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3.5 The Psvchological Treatment of PD
While notions of PD in young children are still controversial, literature reveals that PD occurs 
in approximately 16% of adolescents and causes considerable distress. Ollendick (1998) 
found adolescents reported heightened levels of anxiety at home and lower levels of support 
from families. However, unlike adults for whom the intensity of attacks was directly related 
to seeking treatment, these factors rarely led adolescents to seek help. Adolescents tended to 
seek treatment when agoraphobic avoidance worsened. This may be because the level of 
interference in day-to-day functioning caused by the additional presence of agoraphobia is 
potentially more noticeable by others, particularly first-degree relatives, who may be directly 
affected by the sufferer’s avoidance. Thus, Ollendick found it was the interference rather than 
the attacks that led adolescents to seek treatment.
Ollendick found that adolescents with PDAG are often treated using CBT. Dummitt & Klein 
(1994) argued that while successful behavioural interventions are reported for PD in adults, 
reports on their application in juveniles were lacking. However, many behavioural strategies 
have been incorporated into cognitive therapy for PD: Ost, Westling & Hellstrom (1993) 
claimed many CBT programmes for juveniles were based on successful interventions with 
adult sufferers, which were highly symptom-focussed and included education about 
physiology and anxiety, breathing-control, cognitive restructuring and exposure to somatic 
and environmental cues. Ost et al. found exposure trials to feared situations were usually 
conducted before a parent. They described a CBT programme, comprising the above 
techniques, for four adolescents. Panic attacks were eliminated in all participants, 
agoraphobic avoidance was reduced and self-efficacy for coping with future attacks was 
enhanced through treatment. These gains were maintained at six-month follow-up.
Similar gains were found in adults. Clark, Salkovskis, Hackmann, Middleton, Anastasiades & 
Gelder (1994) compared cognitive therapy (CT) with relaxation training and imipramine. 
Comparisons between the three conditions revealed CT as the most superior. Over 3- 
6months, imipramine-treated patients continued to improve; the other two conditions 
produced little change. After 6months, CT and imipramine were equally more successful than 
relaxation. When after 6months imipramine was gradually withdrawn, 40% of patients 
relapsed compared to 5% of CT patients. At ISmonths, CT was still superior to the other two 
conditions. The authors concluded that the most successful treatment for PD in adults was 
either CT or CT combining behavioural techniques (e.g. relaxation).
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3.6 Summarv of PD Literature
The controversy surrounding childhood PD has alerted clinicians and researchers to the need 
to study panic in juveniles. Dummitt & Klein (1994) argued, if PD or its antecedents can be 
identified at an early age, preventative strategies could be developed to reduce long-term 
morbidity and healthcare costs associated with PD in adulthood. Ollendick (1998) believed 
PD occurred in pre-adolescents, but claimed their presentation differed from adults’ and 
adolescents’, since internal, non-catastrophic interpretations of somatic cues may exist and 
most attacks may be associated with particular events and not occur “out of the blue”.
Dummit & Klein (1994) emphasised that while the different developmental cognitive levels of 
young children might preclude the use o f certain treatments, evidence suggests treatments 
(e.g. CBT, clonazepam) effective in adults with PD can be applied successfully to adolescents. 
This implies a fundamental difference exists between PD in young children and adults, which 
seems largely related to cognitive developmental reasons.
However, in considering studies focusing on juvenile PD, Dummitt & Klein (1994) 
emphasised several methodological shortcomings. These include small sample sizes (usually 
involving inpatients) varied assessment strategies with questionable reliability and validity, 
poor distinction between spontaneous and provoked attacks and lack of comparative 
normative data regarding panic symptoms in younger age-groups.
4. Overall Conclusions
Whether childhood OCD and PD are distinct from the adult disorders is an important 
consideration due to scientific, clinical and public health implications. Geller et al. (1998) 
argued that if, for example, juvenile-onset OCD and/or PD are distinct, it may justify grouping 
sufferers into subtypes based on age of onset, and prompt research into the distinct underlying 
pathophysiological mechanisms responsible for the development o f each subtype. Clinically, 
the authors argued that focusing on age of onset may alert clinicians to sufferers who have 
comorbid disorders that may warrant alternative treatment plans or the development of 
specific behavioural and/or psychopharmacological approaches to meet specific needs. 
Furthermore, regarding public health, Geller et al. believed discovering a severe form of 
juvenile-onset OCD might help identify a potential “at-risk” subgroup, allowing treatment to 
be offered earlier to prevent further developmental interference. Investigating risk factors 
provides valuable information for early detection, intervention and prevention.
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Before considering these issues further, methodological problems often found in literature on 
childhood OCD and PD must be acknowledged. Geller et al. (1998) emphasised that data on 
prevalence, comorbidity, age of onset and outcome were usually dependent on early and 
accurate diagnosis of OCD. The changing nosology of DSM-defined disorders, retrospective 
nature of studies and lack of valid and reliable assessments in some juvenile and adult cohorts 
make comparisons between the two groups difficult. Also, the success of CBT in PD and 
OCD suggests these disorders may exist along a continuum and/or involve many of the same 
psychological mechanisms (Ballenger, 1999). This may contribute to more methodological 
difficulties for researchers. Until these issues are clarified, distinctions between childhood 
and adult anxiety disorders may remain controversial and surrounded by complex debate.
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Dementia Cannot be Cured. It Takes its Course. Critically Evaluate with a Discussion 
of Known Theories o f Causes and Treatment Approaches.
1. Introduction
Research indicates the proportion of older adults in the population is steadily rising. In 
Britain it rose from 5% in 1900 to over 18% by 1990 (Morris, 1996). Consequently, there has 
been the number of individuals suffering from conditions associated with the later stages of 
life has also risen, creating concern. One such condition is that of dementia, an acquired 
clinical syndrome, characterised by progressive deterioration of mental functioning 
(Gustafson, 1996). Morris’s (1996) literature review revealed the prevalence of moderate to 
severe dementia in people aged over 65 was approximately 8%, with increased prevalence 
amongst males aged 65-69, compared to increased prevalence amongst females aged over 80. 
Estimates of mild dementia varied from 5-50%. Morris believed this variation reflected 
controversy surrounding how to distinguish dementia from psychiatric illnesses with similar 
presentations or from the cognitive decline seen in normal ageing.
Dalton & Janicki (1998) found familial senile dementia of the Alzheimer’s type (SDAT)^ 
occurred in 10% of cases, whereas 90% were sporadic (no obvious family history). Whilst 
genetics may be a causative factor in some cases, this paper will focus on the differential 
diagnosis and psychological causes of dementia. This decision was influenced by Morris’s 
(1996) opinion that dementia “is primarily psychological in its connotations. It implies, above 
all else, deterioration in intellectual functioning. The psychology of dementia therefore has a 
central place in any overall consideration of the problems that dementia raises” (p2). Given 
this, the traditional neuropathological theory of causation and progression will be compared to 
more recent models emphasising cognitive neuropsychological and psychosocial issues 
(Stokes, 2000). Treatment approaches will then be considered, with emphasis placed on 
SDAT, the most common form of dementia in developed countries (Zeisel & Raia, 2000).
2. The Clinical Presentation o f Dementia
A deteriorating memory reflected in the ability to learn, retain and recall new information and 
the remote past is obligate for diagnosis of dementia (Gustafson, 1996). There must also be at 
least one primary symptom present -  i.e. those determined by localisation and severity of the 
brain damage. These symptoms include: spatial disorientation; language difficulties (e.g. 
verbal/written comprehension and expression); reduced practical abilities (e.g. increased 
difficulties in maintaining learned skills); dysagnosia (i.e. impaired recognition of faces or
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objects); and personality changes resulting in lack of judgement, increased sentimentality, 
emotional bluntness, aggressiveness or lack o f insight (Gustafson, 1996).
The clinical presentation of dementia also contains psychiatric features such as depression, 
delusions and suspiciousness. These secondary symptoms are influenced by premorbid 
personality and past experiences and are strongly related to better-preserved central nervous 
system functions (Gustafson, 1996).
3. Theories of Causation and Disease Progression
3.1 Differential Diagnosis and Theories of Classification
Bradshaw & Mattingly (1995) found several conditions associated with dementia. These 
included; primary degenerative diseases (e.g. SDAT); vascular disorders (e.g. multi-infarct 
dementia); secondary degenerative diseases (e.g. Parkinson’s disease, Huntingdon’s chorea); 
metabolic and endocrine disorders (e.g. thyroid disorders, liver failure) that were often 
reversible; infections (e.g. Acquired Immune Deficiency Syndrome); toxins (e.g. alcohol, 
drugs); anoxia from cardiac arrest or carbon-monoxide poisoning; psychiatric disorders (e.g. 
depression, schizophrenia); and nutritional problems. However, research and clinical 
observations indicate that many conditions while associated with dementia, may not be causal.
Before examining theories of causation, the process of differentiating between dementia and 
other conditions affecting older adults must be understood. Dementia has many symptoms in 
common with other organic conditions. Focal brain lesions can cause dysphasia, severe 
amnesia and personality changes, while long-lasting delirium states can mimic dementia 
closely (Gustafson, 1996). Similarities also exist between dementia and psychiatric conditions 
such as depression, many of which can be comorbid with dementia.
To enable differentiation between dementia and other conditions, Lishman (1998) defined 
dementia as an acquired global impairment of intellect, memory and personality but without 
an impairment of consciousness. This description is also emphasised in the diagnostic 
guidelines specified in both ICD-10 (World Health Organisation, 1992) and DSM-IV 
(American Psychiatric Association, 1994). Despite this, conditions exist that appear similar to 
dementia; they present as degenerative but have no organic basis and improve either 
spontaneously or after treatment. These are often called “pseudo-dementias”, a term “useful 
in stressing a major diagnostic difficulty in this field” (Gustafson, 1996, p23). Morris (1996) 
found that older adults who have always had limited intellectual capacity or comprehension,
' Henceforth the term “SDAT’, will be used to refer to senile dementia o f the Alzheimer’s type
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visual, cognitive, motor or auditory problems were frequently misdiagnosed with dementia. 
Dalton & Janicki (1998) claimed the psychomotor retardation seen in depression often made it 
difficult to distinguish from dementia. Additionally, Morris (1996) claimed confusional states 
were often caused by illnesses such as chest or urinary tract infections, to which older adults 
were susceptible and which often remained afebrile, masking the presence of infection.
A distinction also needs to be made between dementia and deterioration due to “normal 
ageing”. Normal ageing results from physiological changes affecting the development and 
survival o f brain tissue that occur over the lifespan (Gustafson, 1996). Early stages of organic 
dementia can be difficult to differentiate from the psycho-physiological changes seen in 
normal ageing without knowledge of the individual’s previous history: for example, impaired 
communication due to deafness may lead to misdiagnosis. Indeed, McLoughlin & Levy 
(1996) claimed dementia was misdiagnosed in 15% of cases. The paucity of reliable 
diagnostic methods has meant, “the demarcation between normal versus abnormal cognitive 
changes with age remains indistinct”(Gustafson, 1996, p23). Given this and since the 
diagnosis o f dementia can only be firmly determined post-mortem, diagnosis made in life is 
inevitably presumptive. According to Dalton & Janicki (1998), without brain analysis, the 
accuracy of diagnosing SDAT can be as low as 60-70%.
Variations in the- way different individuals present with dementia have led to attempts to 
separate its features into more specific sub-types (Morris, 1996). Distinctions have been made 
between senile and pre-senile dementias, depending on age of onset, with cut-off at age 65. 
Neurological investigations have since questioned this distinction; age-related variations in 
dementia commonly reflect the pathoplastic properties of ageing rather than fundamental 
differences in underlying pathological processes or the fact that some conditions have earlier 
onset than others (e.g. Huntingdon’s chorea) (Morris, 1996).
Dementias have also been classified in terms of cortical and subcortical subtypes. Dalton & 
Janicki (1998) described cortical dementias as those presenting with impaired higher cortical 
functions such as memory, language, integrated motor control and integrated perception 
(amnesia, apraxia, agnosia, aphasia). They ultimately progress to involve subcortical 
functions such as extramidal motor control. SDAT, the most common cortical subtype, may 
present as impairment in an isolated cognitive domain other than memory, before multiple 
domains eventually become affected. Vascular or multi-infarct dementia is another common 
subtype; vascular disease is a major cause of dementia. Dalton & Janicki found cognitive
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impairment frequently followed stroke and strategically located infarctions or haemorrhage 
could result in disabling cognitive impairment.
Dalton & Janicki (1998) described subcortical dementias as having subtler cognitive decline, 
with decreasing rate of cognitive processing and impaired retrieval of memory (despite 
preserved storage), impaired executive function and disordered mood. The authors claimed 
motor disturbances sometimes occurred early in the course and initially dominated the clinical 
presentation. This subtype included Parkinson’s disease and Huntingdon’s chorea. Dalton 
and Janicki found individuals with Parkinson’s disease frequently developed dementia, while 
individuals in the late stages o f SDAT often developed parkinsonism. Like cortical dementias, 
subcortical dementias are incurable and the rate of progression is typically unaffected by 
treatment (Bradshaw & Mattingly, 1995).
In summary, symptoms of dementia are heterogeneous, but the consensus o f opinion appears 
to be that dementia is incurable (Gustafson, 1996). Literature indicates that many diseases can 
result in dementia, hence variability in initial presentations. Consequently, dementia tends not 
to be recognised until it is moderately advanced and can be incorrectly applied to non-organic 
conditions, such as: normal ageing, psychiatric disorders, delirium, amnesic syndromes and 
conditions in which progression to dementia is uncertain (e.g. cerebrovascular accidents) 
(McLoughlin & Levy, 1996).
McLoughlin & Levy (1996) argued that the creation of theories of causation was dependent 
on the development of accurate diagnostic assessments that distinguished dementia from other 
conditions. They recommended these assessments considered: rates of onset and progression; 
symptom duration; fluctuations in symptom intensity and pattern; the extent of cognitive 
impairment and its effect on day-to-day activities; alterations in level of consciousness; the 
presence of psychotic symptoms; past medical, family and psychiatric history, including 
information about current medication, substance misuse and premorbid personality; and 
response to treatment. The following section will now focus on theories of causation.
3.2 The “Standard Paradigm” versus the Mind-Brain Theorv o f Dementia 
Theories of dementia have traditionally encompassed a neuropathological framework, which 
defined it in terms of neurological changes in the cerebral cortex (Kitwood, 1989). This 
assumed a linear relationship, implying that, once the neuropathology had been described, an 
explanation of the condition could be found. Kitwood referred to this as the “standard 
paradigm” for aetiology and presented it as follows:
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X ----------------------► Neuropathic Change -------  ^  Dementia
In multi-infarct dementia, X  represents successive minor failures of blood supply that cause 
death to nerve cells and accompanying tissues in the brain. In SDAT, the nature of X  is 
uncertain. Bradshaw & Mattingly (1995) claimed there was controversy over whether it 
represented one or several causes. SDAT is usually associated with neuritic plaques and 
neurofibrillary tangles, found at post-mortem. However, the authors found clinical symptoms 
might only appear when a threshold number of plaques and tangles was exceeded. Thus, 
normal ageing may only differ from SDAT by a degree, since plaques and tangles are often 
found at post-mortem in older adults who presented without symptoms of dementia in life.
Kitwood (1989) claimed medical research defined all dementias in terms of a failure of 
cognition, particularly short-term memory. Disturbances in mood and behaviour were 
traditionally considered secondary, either as accompaniments to or consequences of the 
cognitive deficits, and so were rarely incorporated in the aetiology or treatment of dementia.
Kitwood (1989) also insisted the standard paradigm failed to accommodate other phenomena. 
For example, pseudo-dementias are characterised by cognitive impairment without 
irreversible damage to brain tissue. Kitwood found a significant proportion o f individuals 
experienced catastrophic decline leading to dementia 3-6 months following admission into 
institutions run on rigid regimes, where resources and staff morale were low. He claimed this 
fitted the “cycle of dementia theory”, where “successive disconfirmations and 
disempowerments occur socio-psychologically, to a person who is already, but not 
disastrously impaired in cognition” (p5). Kitwood also claimed that the standard paradigm 
failed to account for moderate or transitory ‘''rementia'\ where individuals with moderate 
forms of dementia regained some of their lost faculties. These included regaining urinary and 
faecal continence, moderate recoveries of memory, social skill and the ability to complete 
simple tasks and a general reduction in anxiety.
Proponents of the standard paradigm might explain catastrophic decline in terms of the theory 
of “unmasking”, which states that the dementia was already far worse than realised. They 
might reffame rementia in terms of remediable and non-remediable symptoms or insist that 
the original diagnosis was incorrect. However, Kitwood (1989) believed these explanations 
only upheld the paradigm through a “dubious...succession o f ad hoc modifications” (p6).
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Furthermore, Bradshaw & Mattingly (1995) believed the presence of brain pathology in 
dementia sufferers at post-mortem could be consequential, not only causal. This questioned 
the linearity of the standard paradigm.
Kitwood (1989) also found considerable overlap between the brains of cognitively intact and 
dementing older adults. He also found measures of atrophy using computerised tomography 
neither corresponded closely with cognitive dysfunction nor led to sound prognoses in 
dementia. Furthermore, Kitwood claimed medical science assumed the brain and mind to be 
of “type-type identity (whereby) whenever brain-state Q exists so does psychological state P” 
(p3) and vice versa. However, variations in the presentations of individuals suffering from the 
same condition would contradict this view.
Kitwood (1989) argued that no purely organic disorder could be clearly demarcated from 
functional disorder. This is also acknowledged by the diagnostic criteria in DSM-IV (APA, 
1994). Given this, despite the aforementioned assumption that a “type-type identity” existed 
between neuropathological/physiological and psychological states, Kitwood believed it was 
unclear how they could be brought together in a single framework. He agreed that 
psychological states corresponded with neurophysiology, but argued brain structure was 
continually changing as development occurred, either through ageing or treatment 
interventions. Also, brain tissues were subject to lesions, so some structures deteriorated while 
others continued developing. Kitwood postulated that brain structure involved developmental 
(B^) and pathological (Bp) aspects. Thus, he suggested replacing the standard paradigm with -
TW b 
B", Bp
This conceptualisation o f the “mind-brain relationship”, stated that for every psychological 
state, there was a corresponding biochemical-electrical (functional) brain state, permitted by a 
brain that existed in a particular structural condition (as signified by the denominator). Where 
there was no organic problem, the formula became:
T = b
However, while this explained how an unimpaired brain functioned, it did not explain the 
nature or direction of the causation of disorders. Kitwood claimed psychiatric conditions 
produced neurophysiological changes. Thus, if an individual with severe anxiety benefited 
from psychological therapy, while another individual with identical symptoms benefited from 
medication, one could postulate that biochemical changes occurred in both disorders and led 
to positive change. The main difference would be that, in the first case, the external cause was 
a symbolic interaction. Given this, Kitwood conceptualised both cases as:
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Change due to Y a m . , ----------------— ^  b«m.2
psychological intervention:
Change due to medication: btimei —----------------^
Kitwood (1989) then adapted this theory to explain the cause of dementia. He began by 
modifying the original formula to represent normal ageing whereby 'Pa signified normal 
psychological functioning in old age, which corresponded with functional brain states typical 
of later life (b&) permitted by a brain in which a tolerable amount of structural deterioration of 
grey matter had occurred (pi). Thus,
Y a = h a
To explain pseudo-dementia, Kitwood (1989) incorporated the fact that brain-functional 
changes entailed cognitive deficiencies and a “loss of self’ (plO) to form a condition that was 
peculiar to old age ('P \= b \). Since pseudo-dementia was reversible and unaccompanied by 
organic deterioration, Kitwood presented it as:
IPaEba
B^Bpi
To explain the cause of SDAT, Kitwood incorporated the occurrence of immediate functional 
impairment ( 'P \= b \)  in the presence of progressive neuropathic deterioration (pz). 
However, in the early stages o f the disease, the structural state of the brain still allowed for a 
range of functions, as seen in the wide variability in cognition and behaviour over a short 
period in the same individual. Kitwood adapted the formula as follows:
B", Bp,
Finally, Kitwood (1989) illustrated the development of severe dertientia, as characterised by 
serious impairment across almost all functions and the complete loss of the “everyday sense 
of selfhood” (pi 1). He likened this to deep psychosis ( 'F ” a)s
^ a g b :^
B", BP3
Kitwood argued that it was only when deihentia had progressed to this degree of impairment 
that the above formula would approximate to the standard causal paradigm.
Kitwood’s (1989) formula reflected the non-linear relationship he believed existed between 
neuropathology and dementia. He argued that dementia, particularly SDAT, was not merely a 
direct consequence of neuropathology (Bp); it resulted from the complex interaction between 
'F , b, B** and Bp. Kitwood claimed this conceptualisation of dementia explained why wide 
symptom variability was often seen across individuals suffering from the same disease.
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Similarly, Zeisel & Raia (2000) found that SDAT was generally caused by non-uniformly 
distributed changes that evolved over time across many areas of the brain. Kitwood’s 
conceptualisation of dementia provided the space for such variation to occur, unlike the 
relationship described by the standard paradigm.
While Kitwood’s (1989) theory was based primarily on clinical observations and literature 
reviews, his work has gained support. Zeisel & Raia (2000) for example, argued that defining 
dementia in terms o f a complex interaction between brain dysfunction, functional losses and 
the social environment, presented it as a disability. This emphasised the active treatment of 
symptoms by supporting the capacities retained, particularly psychological capacities such as 
coping-skills. The authors argued that this aided diagnosis, understanding of the 
developmental process of dementia and treatment planning.
4. Treatment Approaches
4.1 Treatment Considerations
Leber (1996) argued that fully rational and systemic approaches to the treatment of dementia 
were not yet possible given incomplete understanding of its cause. Nevertheless, the distress 
dementia causes and the increasing economic burden it places on the National Health Service 
has prompted investigation into the efficacy of various treatment approaches (Erkinjuntti, 
1999), some of which will now be discussed.
A diversity of treatment approaches is currently available for dementia, each based on a 
different hypothesis concerning its cause and trajectory (Leber, 1996). There appears to be a 
consensus that all “true” forms o f dementia are considered incurable (Gustafson, 1996). This 
is significant as, whether a condition is curable is fundamental to understanding its trajectory 
and deciding which intervention is most appropriate (Woods, 2001). In ICD-10 (WHO, 1992), 
dementia is regarded as chronic and progressive and requires clinical evidence o f certain 
duration, such as six months. DSM-IV (APA, 1994) however provides no such prognostic 
implications; depending on its aetiology, the course of dementia can be progressive, static or 
remitting (McLoughlin & Levy, 1996). These differences in diagnostic criteria add to the lack 
of consensus about its developmental nature (Morris, 1996).
Variations in the course of dementia across individuals prompted Brooks, Kraemer and Tanke 
(1993) to question the widely-held assumption that cognitive decline was linear throughout 
the progression of dementia. They advocated a tri-linear trajectory, characterised initially by a 
stable plateau phase, followed by a marked linear decline and then a second plateau
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representing a final phase of relative stability. Kitwood’s (1989) observation of rementia 
might support this third phase. Brooks et al. studied 80 individuals with SDAT and reported 
their tri-linear model was better able to predict rates of deterioration as measured on the Mini 
Mental-State Examination than the linear model. Morris’s (1996) literature review found 
variable rates of deterioration, but explanations were inconsistent: some studies claimed 
higher rates in late onset dementia, while others claimed that institutionalisation accelerated 
progress, but suggestions were not supported empirically.
4.2 Psvchological Treatment Approaches
Psychological treatments have recently begun to focus on personal experiences of dementia 
(Woods, 2001). Kitwood (1995) and Brooks et al. (1993) claimed the standard paradigm or 
linear model ignored the influence of the individual’s social context and the impact of 
dementia on other aspects of human functioning such as emotion, relationship and sensation. 
Kitwood argued that while cognitive changes were quantifiable and provided legitimate basis 
for assessment and drug trials, psychodynamic processes (e.g. motivations, power dynamics, 
losses) that occurred within individuals and affected interactions with others, were neglected.
Kitwood (1995) advocated person-centred care, where individuality was respected, feelings 
validated, abilities exercised, support provided and interpersonal bonds forged. However, he 
claimed “malignant social psychology” (pl4I)  reigned in care services for older adults. This 
theory suggested that standards of care were dependent largely on the disposition of carers, 
who frequently projected their own anxieties and perceived powerlessness onto clients. This 
enabled carers to maintain “a false image of self’ as “powerful” (p i41). Kitwood believed 
this left clients feeling confused, isolated, devalued and dehumanised, resulting in greater 
disability and dysfunction. Stokes (2000) argued that individuals with dementia were 
currently “warehoused” in care settings -  their basic physical needs were met in the face of 
progressive deterioration, without acknowledgement of their psychosocial needs.
While neurological impairment in dementia cannot be readily modified. Woods (2001) 
claimed other factors were amenable to change so that reductions in disability (rementia) were 
feasible. He stressed a need for understanding the individual’s life story, preferences, values, 
relationships, achievements and disappointments. Similarly, Zeisel & Raia (2000) claimed the 
standard paradigm ignored quality of life issues. They adopted a neuropsychological 
approach to quality of life treatment. This aimed to maintain emotional stability around social 
norms (i.e. recognising and dealing with others) and personal norms (i.e. maintaining a sense 
of self). The authors found individuals with SDAT achieved higher emotional levels when
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treated consistently in specially planned environments. They believed treatment for dementia 
should systematically compensate for lost functions, by linking caregiving actions and 
environments to specific cognitive dysfunctions. This would emphasise to carers that 
sufferers were still capable of some day-to-day activities.
Zeisel & Raia (2000) and Woods (2001) recommended utilising cognitive rehabilitation 
techniques. These included: the use of internalised mnemonics (e.g. visual imagery) to aid 
learning and retrieval; making environmental adaptations - such as sign-posting, reducing the 
number of irrelevant and distracting stimuli and making use of familiar, well-learned 
associations using operant and classical conditioning techniques - to reduce cognitive load; 
and enhancing learning by incorporating errorless learning and spaced retrieval of 
information, where items are learned individually. Woods found these techniques enhanced 
performance of everyday skills in dementia sufferers.
Despite positive results. Woods (2001) found these techniques frequently required one-to-one 
attention from carers both at the time of new learning and at the time of retrieval, for optimal 
performance and skill maintenance. This would clearly stretch already scant human 
resources, reducing the likelihood of regular implementation. Furthermore, Woods stated that 
even in the early stages of dementia, it was unclear what proportion of sufferers would be able 
to focus on their memory difficulties in the ways suggested. Even when concentration was 
achieved, the learning process could be affected by performance anxieties.
Woods (2001) estimated that 30% of individuals experienced dementia comorbid with at lea s t, 
one anxiety symptom. Consequently, there is increasing need to offer psychological treatment 
for anxiety, depression and adjustment to loss to dementia sufferers. Woods claimed 
cognitive-behavioural therapy had been used successfully both to help sufferers develop 
coping strategies to reduce anxieties and depression associated with receiving a diagnosis o f 
dementia, and to help carers cope with the management of individuals with dementia.
Reality Orientation (RO) techniques also emphasised cognitive training whereby either: the 
environment was adapted extensively utilising clear signposting, visual memory aids and 
consistent staff-client interaction approaches (24-hour RO); or individuals attended structured 
RO group sessions, where various activities and materials were used to ensure they engaged 
with eachother, remained aware of the wider world and received cognitive stimulation 
(Woods, 1999). Woods’s literature review found RO improved verbal orientation in dementia 
sufferers, but reported inconsistencies in the way it had been implemented across studies.
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Using past memories to establish focus in RO has attracted much interest in its own right. 
Woods (1999) claimed reminiscence work with older adults developed from 
psychotherapeutic considerations, where life review aided adaptation to cognitive decline. 
Unlike life review therapy though, reminiscence simply involves recalling and discussing past 
events with less emphasis placed on evaluating and processing difficult memories. Sessions 
tend to be group-based, unstructured and non-intrusive. While Woods reported that this work 
was suitable for dementia sufferers, no changes in cognitive or behavioural functions were 
found. He however found that reminiscence following RO  resulted in reducing challenging 
behaviours and increasing verbal orientation compared to reminiscence work alone.
In contrast with the cognitive emphasis of Reality Orientation, Feil (1993, cited in Woods, 
2001) developed Validation Therapy to encourage emotional communication in the individual 
with dementia. Carers were encouraged to listen respectfully and sensitively to feelings 
expressed by individuals, avoiding arguments about inconsistencies with reality. Feil stressed 
the importance of tailoring responses to the individual’s characteristics, emphasising the need 
to be aware of unresolved conflicts and trauma emerging in the midst of dementia. Woods 
however criticised the technique claiming it was in danger of locating distress in the 
individual by neglecting the contribution of the environment.
Although the effectiveness of these interventions has been questioned, many residential 
settings encourage their implementation, usually to increase sensory input in otherwise 
deprived conditions (Woods, 1999). Lord & Gamer (1993) believed reduced sensory input 
was due to normal decline in sensory acuity and monotonous environments. They studied 20 
nursing-home residents with SDAT who received daily half-hour recreational sessions 
involving listening to “big band music” from the 1920s and 1930s. All residents experienced 
better recall of personal information and improved mood and social interaction. Woods 
(1999) described other studies in which social interaction improved in residents for the 
duration of contact with pet animals. He also reported the benefits of sensory stimulating 
Snoezelen rooms, which resulted in reduced agitation and improved mood during and between 
sessions. Relaxation sessions also produced similar effects. Zeisel & Raia (2000) described 
these interventions as “habilitative”: their aim was not to restore cognitive functions to their 
prior condition (as in rehabilitation), but to allow individuals to live to their full potential.
4.3 Biomedical Treatment Approaches
Biomedical approaches will be addressed briefly here, given their impact on the psychosocial 
well-being of dementia sufferers. Burns, Russell & Page (1999) reviewed the effects of new
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drugs for the treatment of cognitive deficits and the slowing of the rate of progression. Recent 
treatments for SDAT for example have involved inhibiting the breakdown of the chemical 
neurotransmitter acetylcholine by blocking the relevant enzyme using cholesterase inhibitors. 
The authors claimed donepezil (Aricept) and tetrahydroaminoacridine (Tacrine) produced 
significant improvements in cognition compared to placebos, but were associated with 
adverse side-effects, such as vomiting and diarrhoea. Tacrine has also been associated with 
liver toxicity, reducing recommendations for its routine use.
Nevertheless, Burns et al. (1999) claimed clinical experience of donepezil had been positive, 
with some indication of it slowing the rate of disease progression in SDAT sufferers 
compared to placebos. Further investigation was however warranted, as studies often 
comprised small samples. Furthermore, no improvements were shown on patient self-assessed 
quality of life. Thus, the practical importance o f these changes to patients and carers is 
unclear. Bums et al. concluded that new dmgs for dementia produced modest effects but were 
not cures. O f concern was the cost o f administering drugs, estimated at £1000 per year per 
individual. However, they reported that the symptomatic improvement of cognitive function 
the drugs produced was encouraging and so more research was needed.
4.4 Issues Concerning Treatment Outcome
Inconsistencies across studies have produced difficulties when evaluating treatment efficacy. 
Few studies offered details about the type of dementia from which participants suffered or 
their level of deterioration, making it difficult to determine whether specific types of dementia 
were more likely to be associated with better treatment outcome (Woods, 1999). Wide 
variations were also seen in treatment duration and session frequency across studies.
Dalton & Janicki (1998) recommended that, when measuring treatment outcome, quality of 
life data should be collected and pre- and post-treatment diagnostic tests that provide objective 
measures of effectiveness should be compared. They claimed these data would inform 
decisions about treatment options and financial matters, and influence healthcare policy.
5. Conclusions
Prevalence rates for dementia have increased dramatically, together with increasing survival 
rates (Bradshaw & Mattingly, 1995). This has resulted in widespread concern about how 
individuals with dementia might be supported. Progress in the development of treatments has 
however been hindered by problems with diagnosis and a poor understanding o f the causes of 
the condition (Dalton & Janicki, 1998).
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This paper offered a very general overview of two main theories of causation. It aimed to 
illustrate attempts to move away from a linear, neuropathological understanding of dementia 
towards Kitwood’s (1989) portrayal of the condition as multi-dimensional and incorporating 
psychosocial aspects. While Kitwood’s theory of causation was not based directly on 
empirical evidence, Bradshaw & Mattingly (1995) and Woods (2001) claimed it reflected the 
diversity of aetiological factors in dementia, unlike the standard paradigm. Further discussions 
are required, however, focussing on theories of causation for specific dementias.
Evaluation of available literature revealed a lack of developmental perspectives of dementia, 
despite an awareness of its progressive nature. Kitwood’s (1989) mind-brain theory attempted 
to address this issue within a psychological framework (i.e. B^), although further empirical 
evidence is required. While advances have been made in the use of computerised 
neuropsychological assessments for these purposes (e.g. Lishman (1998) reported the 
Cambridge Neuropsychological Test Automated Battery had been successfully used in the 
early detection of SDAT), the studies are still preliminary. Woods (2001) argued that a 
developmental perspective of dementia would enable the identification of psychological 
strengths (e.g. interpersonal skills), which individuals could utilise to maintain quality of life. 
He also argued that it would enable services to intervene before the individual had developed 
moderate or severe dementia. The current lack of developmental understanding means that 
services presently struggle to offer habilitative interventions.
The lack of developmental perspective is also accompanied by a lack of well-established 
models of psychological functioning in dementia. This may be linked to problems associated 
with differential diagnosis of dementia. Morris (1996) claimed assessment and diagnosis 
were complicated by the fact that few standardised assessments for measuring cognitive 
decline and psychological problems contain normative data on older adults. These diagnostic 
problems create difficulties for charting disease progression, preventing longitudinal studies 
from being conducted. Clearly these studies have the potential to yield highly important 
information concerning neurophysiological and psychological changes. This may also explain 
the limited literature available on the efficacy of treatment approaches to dementia.
It is imperative that the diagnostic difficulties associated with dementia be resolved as this has 
implications for understanding its nature. This is particularly relevant given recent interest in 
the prevalence of dementia amongst older adults with learning disabilities (Dalton & Janicki, 
1998). Early detection of dementia would enable the establishment of social networks, 
planning for living arrangements and access to relevant services. It would also aid the
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differential diagnosis of other treatable conditions similar to dementia, such as depression, 
medication side-effects, thyroid and nutritional problems (Dalton & Janicki, 1998).
In summary, dementia usually, but not exclusively, results from pathological degeneration of 
cortical and/or subcortical cerebral structures (Beaumont, Kenealy & Rogers, 1999). 
Psychosocial factors reportedly play a significant part in the extent to which individuals are 
able to adapt to their condition. For this reason, these factors require consideration to ensure 
the quality of life of individuals with dementia is improved and maintained.
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Overview of Clinical Dossier: Volume 1
OVERVIEW
This section of the portfolio provides an overview of the clinical experiences gained during 
clinical training, together with summaries of the five case reports submitted. The submission 
o f a case report for the final specialist placement was not required.
Completed versions of the case reports in addition to placement contracts, placement 
evaluation forms and logbooks of the clinical experiences undertaken for each placement are 
provided in Volume II of this portfolio. Given the confidential nature of the information that 
it contains, Volume II has been retained by the Department o f Clinical Psychology at the 
University of Surrey.
Please note that all references to the names of individuals and organisations in the following 
summaries of case reports have been removed or abbreviated in order to preserve anonymity.
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ADULT MENTAL HEALTH
Summary of Placement Experiences
And
Summary of Case Report on 
The Assessment and Treatment of a Thirty-Three Year Old 
Female Client Presenting With Post-Traumatic Stress Disorder
Using a Cognitive Model.
October 2000 to March 2001
Year I
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Core Placement in Adult Mental Health.
1. Summary o f Placement Experiences
Summary of Experiences
This placement occurred within a multidisciplinary team setting. Fourteen clients were seen, 
whose ages ranged between nineteen and fifty-eight years. Their presenting difficulties 
included post-traumatic stress disorder, emetophobia, obsessive-compulsive disorder 
comorbid with depression, bereavement, eating disorders, sexual abuse, anxiety and attention 
and motivational difficulties. One-to-one clinical work occurred largely within a cognitive- 
behavioural framework. Methods of assessment included structured and semi-structured 
interviews and the use of psychometric measures, such as the Wechsler Adult Intelligence 
Scale Third Edition (WAIS-III), Wechsler Memory Scale Third Edition (WMS-III), Symptom 
Checklist 90 Revised (SCL-90R), Beck Depression Inventory Second Edition (BDI-II), Beck 
Anxiety Inventory (BAI) and the Trauma Symptom Inventory (TSI). In addition, an anxiety 
management group was facilitated with an Occupational Therapist.
Meetings and Seminars Attended and Services Visited
Multidisciplinary team referral meetings were attended on a weekly basis, as were regular 
case presentations by the Psychiatry Team. Visits to Assertive Outreach Team Services, a 
secure inpatient unit and a service for mentally disordered offenders also occurred.
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2. Summary of Case Report
The Assessment and Treatment o f  a Thirty-Four-Year-Old Caucasian Female Client 
Presenting With Post-Traumatic Stress Disorder Using a Cognitive Model.
Referral Process and Presenting Symptoms
J.C., a police officer, had experienced a traumatic incident in June 2000, when she and her 
husband (also a police officer) attempted to arrest a man. She approached her GP in October 
2000 complaining of symptoms of daily recurrent and intrusive memories of the traumatic 
incident, extreme distress and tearfulness at thoughts of returning to work, self-blame, guilt, 
uncharacteristic anger and hostility towards others, withdrawal from social activities and 
intimate contact with her husband and difficulties sleeping and concentrating. Her GP 
diagnosed posttraumatic stress disorder (PTSD) and referred J.C. to the Clinical Psychology 
Service for assessment and treatment.
Initial Assessment
The initial assessment took place during two sessions and was supplemented by psychometric 
assessments. Self-report measures were utilised, which included: the Symptom Checklist 90 
Revised (SCL-90R); the Beck Anxiety Inventory (BAI); the Hostility and Direction of 
Hostility Questionnaire (HDHQ); and the Trauma Symptom Inventory (TSI).
Initial Formulation
J.C .’s presenting difficulties were conceptualised within Ehlers & Clark’s (2000) cognitive 
model of PTSD. They postulated that PTSD occurred when trauma was processed in a way 
that resulted in the person developing a sense of current threat. This threat developed because 
of: excessive negative appraisals of the traumatic situation; disturbances of autobiographical 
memory caused by poor elaboration and contextualisation, which occur because of insufficient 
processing of the emotional disturbances created during the traumatic event; strong 
associative memory and strong perceptual priming, resulting in disorientation and the 
development o f a seriously threatened self-view. Precipitating factors were thought to include 
poor self-worth stemming from childhood, given that, at the age of six, J.C.’s adoptive parents 
divorced before she discovered she was adopted. J.C. suggested that this experience might 
have led her to develop difficulties with social integration and form negative self-appraisals, 
which both served to undermine her sense of self-worth.
78
Adult Mental Health Placement
Intervention
The Trainee and J.C. negotiated that the aims of treatment would be to enable J.C. to process 
the intrusive memories associated with the traumatic event and to help her modify her 
negative appraisals of her past and future actions. These aims were achieved by educating 
J.C. about the development of PTSD symptoms, and encouraging her to relive the traumatic 
incident through imaginai exposure, during treatment sessions. Cognitive restructuring 
techniques were utilised to help J.C. identify and modify her negative automatic thoughts 
(NATs) about herself and others, while assertive role-play and covert modelling techniques 
were used to develop problem-solving strategies to help prepare J.C. for her return to work, 
which had initially caused her considerable anxiety. To ensure that positive behavioural 
change was maintained, given the nature of J.C .’s job, the potential for encountering further 
traumatic stressors was discussed, and relapse prevention techniques were developed 
accordingly. Tolin & Foa (1999) described their successful treatment of a police officer with 
PTSD using similar cognitive therapy techniques.
Outcome
J.C. attended a total of twelve sessions. Psychometric assessments administered at mid­
treatment and at post-treatment using the aforementioned SCL-90R, the BAI, the HDHQ and 
the TSI, revealed an overall reduction in J.C.’s most prominent presenting symptoms. 
Furthermore, she was less critical of herself, had noticed improvements in her relationship 
with her husband and had successfully coped with her return to her usual police duties. These 
improvements continued until the end of treatment. This outcome therefore supported the use 
of cognitive therapy in the treatment o f J.C.’s PTSD symptoms.
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PEOPLE WITH LEARNING DISABILITIES
Summary of Placement Experiences
And
Summary of Case Report on 
The Behavioural Assessment and Intervention of a Forty-One Year 
Old Male Client Presenting With 
Demand Creation Behaviour that Challenged Services.
April 2001 to September 2001
Year 1
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People with Learning Disabilities Placement
Core Placement with People with Learning Disabilities.
1. Summary of Placement Experiences
Summary of Experiences
This placement occurred within a multidisciplinary team setting, which provided both 
inpatient and community services. Eleven clients were seen, whose ages ranged between 
fourteen and sixty-nine years. Behavioural interventions took place with clients with mild, 
moderate and severe learning disabilities, who presented with demand creation behaviour, 
parenting problems, transitional issues and self-injurious behaviour. Consultation skills 
developed through liasing with team members and community-based organisations. Methods 
of assessment included semi-structured interviews, functional analyses, behavioural 
observations using, for example, momentary time sampling techniques, and the use of 
psychometric measures, such as the Wechsler Adult Intelligence Scale Revised (WAIS-R), 
Wechsler Objective Reading Dimensions test (WORD) and Wechsler Objective Numerical 
Dimensions (WOND).
Meetings and Seminars Attended and Services Visited
Weekly multidisciplinary team referral meetings were attended, as were monthly 
presentations, some of which focussed on sexual abuse, communication difficulties and 
challenging behaviours. Visits to day centres and residential settings run by private, 
voluntary, NHS and Social Services also took place.
Research Skills Gained
A Service Related Research Project investigating the differential referral rates between two 
services for people with learning disabilities was conducted during this placement. A 
presentation of the main findings of this project was then given to both teams.
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2. Summary of Case Report
The Behavioural Assessment and Intervention o f  a Forty-One Year Old M ale Client 
Presenting With Demand Creation Behaviour that Challenged Services.
Referral Process and Presenting Symptoms
P.B. was a client who resided on an inpatient unit. He was referred by carers at a Day Centre 
he attended because of “his persistent yelling”. A perusal of his hospital records and 
interviews with staff revealed that P.B. had a severe learning disability, had no formal means of 
communication, appeared to have a very limited concentration span and was highly dependent, 
on others for his daily care.
Initial Assessment
The initial assessment comprised interviews with staff at the Day Centre and behavioural 
observations, which took place on four occasions. The observations were conducted in order 
to develop a behavioural topography, which established the function of P.B .’s behaviour, by 
examining its antecedents and consequences. A baseline of the frequency of P.B.’s target 
behaviour was achieved through momentary time sampling.
Initial Formulation
P.B.’s carers reported that yelling was his only means of communication to gain attention. 
Functional analyses revealed that the function of his behaviour seemed to be for the purpose of 
interacting with others for a prolonged period of time. The most common antecedent of P.B.’s 
behaviour was lack of interaction. The most common consequence was that his carers would 
interact with him for a few minutes, which would result in a cessation of P.B.’s yelling 
behaviour. Since P.B.’s yelling was functionally adaptive - a means of communication, 
intervention needed to replace it with a more socially appropriate and functionally equivalent 
means o f accessing staff interaction. The proposed intervention for modifying P.B.’s behaviour 
was based on a Classical Conditioning paradigm. Thus, since the carers’ interactions with P.B. 
were conditioned responses to his yelling, and his yelling was a conditioned stimulus, P.B.’s 
intervention needed to involve pairing the conditioned stimulus with an unconditioned stimulus 
that was neutral with respect to the response - i.e. interaction.
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Intervention
P.B.’s intervention took place over a period of eight weeks, the aims of which were to reduce 
the frequency of his yelling by replacing it with a functionally equivalent behaviour and to 
improve levels of interaction between him and his carers. An unconditioned stimulus was 
identified that P.B. could utilise as a method of communicating his need to interact with his 
carers. Behavioural guidelines were then developed and provided for P.B.’s carers. These 
guidelines explained the conditions under which the carers could respond to this 
unconditioned stimulus, which P.B. would eventually learn was associated with interaction with 
his carers. Behavioural change and maintenance was then monitored using momentary time 
sampling records.
Outcome
A substantial reduction occurred in P.B.’s target behaviour compared to baseline recordings. 
The frequency had decreased from 63% of the time at baseline to 28% by Week 8 of the 
intervention. Although the amount o f time that carers interacted with P.B. increased, this 
varied depending on the number of carers available in the Day Centre and the demands 
imposed on their time by other clients. To ensure that P.B.’s progress continued, it was 
recommended that the management guidelines be implemented on the inpatient unit on which he 
resided. It was however acknowledged that since the unit was less intensively staffed than the 
Day Centre, behavioural change might take time to develop. In addition, to enhance the quality 
of P.B.’s interactions with staff, he was referred to Sensory Group Sessions run by the Speech 
and Language Therapy Service at the Day Centre. These aimed to identify the specific sensory 
characteristics of and activities enjoyed by clients with severe learning disabilities.
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CHILDREN, ADOLESCENTS AND FAMILIES
Summary of Placement Experiences
And
Summary of Case Report on 
The Assessment and Intervention of a Thirteen Year Old Male Client 
Presenting With Motivational Difficulties 
Using a Systemic Model.
September 2001 to March 2002
Year 2
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Children, Adolescents and Families Placement
Core Placement with Children, Adolescents and Families.
1. Summary of Placement Experiences
Summary of Experiences
This placement occurred within a multidisciplinary team setting. Twenty clients were seen, 
whose ages ranged between two and fifteen years. Clinical interventions based within a broad 
systemic framework occurred for attention and hyperactivity difficulties, Asperger’s 
Syndrome, anxiety, depression, feeding difficulties and parenting difficulties. Clients were 
seen either individually or with their families: some interventions took place in school 
settings, which involved liasing with teachers and educational psychologists. Methods of 
assessment included semi-structured interviews and the use of psychometric measures, such as 
the Wechsler Intelligent Scale for Children Third Edition (WISC-III), Wechsler Preschool and 
Primary Scale of Intelligence (WPPSI), Conners ADHD Scales and various mood scales.
Meetings and Seminars Attended and Services Visited
Weekly multidisciplinary team assessment clinics and meetings, which utilised a reflective 
team approach, were attended, as were regular presentations. Visits to schools and residential 
centres for family therapy also took place.
Presentations and Teaching
Participation in a reflecting team occurred in referral clinics and team meetings, and a 
presentation was made to clinical psychologists on interventions, for anxiety disorders in 
children and adults. Furthermore, a teaching workshop, on deliberate self-harm amongst 
children and adolescents, was presented to secondary school teachers.
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2. Summary of Case Report
The Assessment and Intervention o f  a Thirteen-Year-Old Male Client Presenting With 
Motivational Difficulties Using a Systemic Model.
Referral Process and Presenting Symptoms
J.P. was referred by a Health Visitor because of his parents concerns that he had become 
“insular and socially isolated”. They attributed this behavioural change to J.P.’s history of 
being bullied at school when he was younger. J.P. denied any difficulties, but attended the 
assessment and intervention sessions to please his parents.
Initial Assessment
The initial assessment comprised two sessions, the first of which involved J.P. and his parents 
and occurred during the Adolescents’ Clinic, where the referral was discussed with a 
reflecting team. The second assessment session involved an interview with J.P. alone. The 
therapeutic stance was influenced by approaches described by Anderson (1987) about 
reflecting teams, and by White & Epston (1990 cited in Dallos & Draper, 2000) about 
narrative therapy. The interview with J.P. was supplemented by the use of self-report 
measures that included: the Birleson Depression Scale Questionnaire; the Spence Children’s 
Anxiety Scale; and the Culture-Free Self-Esteem Inventory.
Initial Formulation
J.P .’s assessment revealed that he was neither depressed nor particularly anxious, and that his 
general self-worth was very high. However, his perceptions of his status within the family 
and of how his parents viewed him were reduced, as he believed decisions were always made 
for him regardless of his views. This made him feel unenthusiastic and reluctant to interact in 
a meaningful way with his parents. J.P.’s understanding of his presentation therefore differed 
dramatically to that of his parents. His parents however coped with their perception of his 
“motivation problems” by developing “ineffective solutions” to them (Segal, 1991), which 
maintained J.P.’s “problem behaviour”. Following the Mental Research Institute Brief 
Therapy (MRIBT) model advocated by Segal (1991), it seemed J.P. and his parents 
repetitively utilised four types of ineffective solutions: his parents tried to make him more 
spontaneous; the family avoided taking risks; J.P. defended himself by confirming his parents’ 
suspicions that he was unmotivated and distant; and he and his parents trying to resolve 
conflict through oppositional arguing, but would fail to compromise their beliefs.
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Intervention
J.P.’s intervention took place over six sessions. The aims of treatment were: to develop an 
explanation of the family’s presenting issues; to identify noticeable changes to inform the 
family that progress had occurred; to identify any negative consequences of change that might 
prevent the family from implementing treatment recommendations ; and to develop solution- 
oriented behaviours. The family was also asked to identify negative consequences of change 
that might make it difficult for them to implement the recommendations so that reassurance or 
alternative solutions could be offered (Carr, 2000). Furthermore, the family was taught and 
encouraged to practice solution-oriented behaviours between sessions and report changes in 
subsequent sessions.
Outcome
Discussions with J.P. and his parents about the changes noticed yielded some positive results. 
J.P. stated his parents listened to him more, while they noticed improvements in his academic 
performance and his interactions. A positive change in the atmosphere at home was 
acknowledged, although a wish for more change was expressed by J.P.’s parents. Due to 
placement constraints on time, the family was referred to a Clinical Psychologist for follow-up 
sessions, in which support could be offered to ensure that these positive behavioural changes 
would be maintained in the future.
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OLDER ADULTS
Summary of Placement Experiences
And
Summary of Case Report on 
The Assessment of an Eighty-Three Year Old Male Client Presenting 
With Anxiety and Memory Difficulties.
April 2002 to September 2002
Year 2
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Core Placement with Older Adults.
1. Summary of Placement Experiences
Summary of Experiences
This placement occurred within a community multidisciplinary team setting. Seven clients 
were seen, whose ages ranged between sixty-six and eighty-three years. Clinical interventions 
occurred on a one-to-one basis and within a psychodynamic framework, for difficulties 
adjusting to the ageing process, memory impairments consistent with dementia, anxiety, 
depression and loss. Methods of assessment included semi-structured interviews and the use 
of psychometric measures, such as the Wechsler Test o f Adult Reading (WTAR), the 
Middlesex Elderly Assessment of Mental State (MEAMS), the Wechsler Adult Intelligence 
Scale Third Edition (WAIS-III), the Wechsler Memory Scale Third Edition (WMS-III) and 
various mood scales.
Seminars Attended and Services Visited
Presentations were regularly attended, such as those on managing aggression and psychosis. 
Furthermore, the psychodynamic conceptualisation of behaviours, in which clients and staff 
engaged on a ward for highly dependent clients, took place with the placement supervisor. 
Participation in a group for carers of people with dementia also occurred.
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2. Summary o f Case Report
The Assessment o f  an Eighty-Three Year Old M ale Client Presenting With Anxiety and 
Memory Difficulties.
Referral Process and Presenting Symptoms
H.B., a widower retired after working for fifty years as a draughtsman, was referred by a 
Consultant Psychiatrist for the assessment of his cognitive functioning because of his long 
history of anxiety and depression. H.B.’s pre-occupation with thoughts about his physical 
health and memory concerned him. He had noticed many changes in his physical health such 
as tingling in his fingers, fatigue, a dry mouth, cold hands, frequently needing to urinate, 
glaucoma and cataracts and aching in his legs when walking due to varicose veins. H.B. was 
particularly worried about his memory, which he believed was worsening. His GP examined 
him and reassured him that his symptoms were due to the normal ageing process. H.B. felt 
lonely and “filled with dread”, and frequently felt the need to ask for reassurances from his 
friends about his symptoms.
Initial Assessment
H.B.’s assessment took place over six sessions. It initially involved an interview, which 
highlighted his difficulty in providing a coherent and chronological history. Although such a 
presentation might be associated with anxiety or depression (Woods, 1994), H.B.’s age posed 
a possible vulnerability factor for cognitive impairment that may have been consistent with 
dementia. Given this, H.B.’s interview was supplemented with the administration o f various 
psychometric assessments. These measures comprised: the Beck Anxiety Inventory (BAI); 
the Beck Depression Inventory Second Edition (BDI-II); the Hospital Anxiety and Depression 
Scale (HADS); the Middlesex Elderly Assessment of Mental State (MEAMS); the Wechsler 
Test of Adult Reading (WTAR); the Wechsler Adult Intelligence Scale Third Edition (WAIS- 
III); and the Wechsler Memory Scale Third Edition (WMS-III).
Initial Formulation
H.B. was anxious that the gradual deterioration of his physical health also indicated 
deterioration in his mental capacities. His anxiety may have been aggravated by the deaths of 
his wife, sister and friends, and the perceived loss of his physical health. His tendency to 
catastrophise and focus on these losses prevented him from acknowledging his independence 
and cognitive skills, some of which were actually better than his peers. H.B.’s assessments 
suggested an organic basis to his difficulties was unlikely, since his performance broadly
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ranged from average to superior levels. However, there were significant discrepancies 
between his non-verbal and verbal skills and his immediate and delayed recall of information. 
This suggested two explanations: that H.B.’s frequent need for reassurance about his well­
being may reflect his underlying relative difficulty in verbal reasoning and in retaining verbal 
information over long periods of time; and that a decline in episodic memory had occurred, 
which may require monitoring (Zarit & Zarit, 1998).
H.B.’s stronger cognitive skills might have compensated for the deterioration of his weaker 
abilities (Stuart-Hamilton, 1999). His higher perceptual organisation skills may reflect the 
skills he used as a draughtsman, which masked his memory and processing speed difficulties 
and enabled him to generally function adequately, although this did not prevent his anxiety.
Intervention
H.B. was seen for two one-hour sessions to discuss the referral request, his test performance 
and treatment recommendations. He was informed that many of his symptoms were 
consistent with ageing. He was told there was little evidence of organic deterioration, but 
was informed of his verbal/performance discrepancy and the fact that he appeared to have 
very specific memory difficulties. H.B. was told that his slow processing speed (relative to 
his other cognitive capacities) had consequences for his memory functioning, including poorer 
encoding, retrieval and organisation of information (Parkin, 1997), causing him to be 
forgetful. H.B. felt anxious about ageing and frustrated about being physically unable to do 
the things he used to enjoy. He believed his anxieties were due to loneliness and felt unable to 
view his own death or that of others as part of the life process, which Erikson (1963) argued 
resulted in “ego despair”.
Recommendations
It was recommended that H.B. under a re-assessment of his memory, given the 
aforementioned observed decline in his episodic memory. Another reason for re-testing was 
because H.B.’s processing speed was significantly lower than the WTAR prediction, which 
was significance since processing speed is highly sensitive to neuropsychological conditions 
such as senile dementia of the Alzheimer’s type and Parkinson’s disease (Wechsler, 1997c). 
Additionally, given H.B.’s symptoms of anxiety, depression and loneliness, participation in 
local support groups was recommended to encourage development of social support networks. 
He was also urged to continue engaging in social and voluntary-work activities to develop his 
“self-help” capacities and to investigate treatment/surgery for his glaucoma and cataracts in 
case his quality o f life could be improved.
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SPECIALIST PLACEMENT IN HIV AND SEXUAL HEALTH
Summary of Placement Experiences
And
Summary of Case Report on 
The Assessment and Intervention of a Thirty-Eight Year Old Female 
Client Presenting With Adjustment Difficulties Relating to her 
Human Immunodeficiency Virus Positive Status 
Using a Cognitive Model.
September 2002 to March 2003
Year 3
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Specialist Placement in HTV and Sexual Health.
1. Summary of Placement Experiences
Summary o f Experiences
This placement occurred within a multidisciplinary team setting and involved regularly liasing 
with genitourinary medical centres. Fourteen clients were seen, whose ages ranged between 
twenty-one and fifty years, and who came from a range of ethnic and cultural backgrounds. 
Clinical work involved working with gay men, men and women from different cultural 
backgrounds, haemophiliacs who were HIV positive and clients adjusting to their HIV 
negative status. Clients were seen on an individual basis, with interpreters or with another 
clinical psychologist. Therapeutic interventions involved cognitive therapy, schema-focussed 
therapy, motivational interviewing and narrative therapy with a reflecting team.
Meetings and Seminars Attended and Services Visited
Weekly referral multidisciplinary team meetings were attended, as were workshops, such as 
those on the comorbidity of hepatitis C and HIV, cross-cultural issues, confidentiality issues 
and working with asylum-seekers. Visits to genitourinary medical centres and voluntary 
services for women with HIV also occurred.
Presentations . .
Presentations were made to the multidisciplinary team on mental health issues amongst Black 
women and engaging therapeutically with Black people. Furthermore, a workshop on 
reflective team practice in Systemic Therapy, which was based on a case presentation, was co­
facilitated with two clinical psychologists.
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2. Summary of Case Report
The Assessment and Intervention o f  a Thirty-Eight-Year-Old Female Client Presenting 
With Adjustment Difficulties Relating to her Human Immunodeficiency Virus Positive 
Status Using a Cognitive Model.
Referral Process and Presenting Symptoms
T.J., Portuguese-speaking woman from West Africa, was referred in October 2002 by a 
physician who was monitoring her medical condition at an HIV Clinic. T.J. reportedly 
harboured “unrealistic” anxieties about HIV, particularly about transmitting it to her children. 
She felt unable to discuss her concerns or status with her (mostly West African) peers because 
of her fears o f social stigma and therefore felt lonely and isolated. T.J. also became tearful 
when describing concerns about the future deterioration of her health and the impact this 
would have on the welfare o f her children, who were unaware o f her status.
Initial Assessment
The assessment session involved a clinical interview that largely focussed on engaging the 
client, who found it difficult to trust others, mainly because of her traumatic history. A 
Portuguese-speaking interpreter attended the assessment and all subsequent sessions. A pre­
assessment session discussion was held with the interpreter to discuss any concerns he might 
have about working with HIV positive clients.
Initial Formulation
T.J.’s symptoms were similar to DSM-IV criteria for Chronic Adjustment Disorder with 
Mixed Anxiety and Depressed Mood, which is characterised by persistent emotional or 
behavioural symptoms in response to a chronic psychosocial stressor with enduring 
consequences. These overwhelming concerns made T.J. doubt her ability to cope. Her 
difficulties were conceptualised within Moorey’s (1996) cognitive model of chronic illness, 
which held that some circumstances, such as developing serious illnesses, often generated 
realistic NATs that accurately appraised depressing situations. This was part of the process of 
adjustment required when coping with adverse events, an interruption of which could then 
result in psychological problems. This particularly applied to traumas or losses -  both 
features of the diagnosis of chronic illness -  that can shatter the equilibrium of an individual’s 
life. Thus, T .J.’s ability to adjust to her diagnosis was affected by fears of the social stigma 
associated with being seropositive, prompting her to withhold her status from others; Green & 
Sobo (2000) found this to be a frequently occurring response in many people with HIV.
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Although T.J.’s initial appraisals of her illness seemed accurate (“my problem means I may 
not see my children grow up”), she imposed demands on herself about how she should be 
coping and over-generalised from them to make negative, global predictions about her ability 
to cope in the future (“I’ll never manage”). T.J.’s troubled history had led her to develop the 
belief that she must always cope, without signs of weakness, and that if she expressed her 
feelings or asked for support, she would be considered a burden and rejected. This was also 
reflected in T.J.’s tendency to refer to HIV as “my problem”, implying that she believed she 
must fight it alone because “a good African women suffers in silence”.
Intervention
J.P.’s intervention took place over ten sessions. The aims of treatment were: to engage T.J. 
into a therapeutic relationship that facilitated trust; educate and reassure her about known 
methods of HIV transmission; enable T.J. to process her underlying schemas to assimilate 
new information on HIV and reduce her social isolation. These aims were achieved through 
psychoeducation about known methods of HIV transmission and common reactions to 
diagnosis, and helping her to adjust to being HIV-positive using cognitive restructuring 
techniques. Furthermore, to help integrate her experiences of HIV, T.J. was encouraged to 
attend a voluntary organisation for women with HIV and discuss her attendance there and at 
the HIV clinic during therapy sessions.
Outcome
T.J. responded well to intervention; improvements in her symptoms continued until the end of 
therapy. She regarded therapy as a first step towards her ultimate goal, disclosure to her 
children for which she acknowledged she would need psychological support in the future. T.J. 
also made several psychosocial changes to her life. Her suspiciousness of others within her 
cultural community and reluctance to disclose her serostatus had reduced considerably. She 
engaged more with others, including those from African and Portuguese communities, 
through attending the voluntary organisation for women with HIV. Furthermore, T.J. had 
begun to develop plans for her future, such as attending computing and English language 
lessons to improve her employment prospects lessons and social network. Given 
improvements in her symptoms, it was likely that T.J. would continue to recognise her 
capabilities and adjust to her serostatus over time.
95
Neuropsychological Rehabilitation Specialist Placement
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NEUROPSYCHOLOGICAL REHABILITATION
Summary of Placement Experiences
April 2003 to September 2003
Year 3
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Specialist Placement in Neuropsychological Rehabilitation.
1. Summary o f Placement Experiences
Summary of Experiences
This placement occurred within a multidisciplinary team setting, which provided an inpatient 
and community-based service. Seventeen clients were seen, whose ages ranged between 
eighteen and eighty-one years. Clinical work involved administering neuropsychological 
assessments on clients with multiple sclerosis, stroke, pituitary tumours, HIV-related 
cognitive impairment, language difficulties, head injuries, congenital difficulties, epilepsy and 
dementia. The psychometric assessments utilised included the Adult Memory Information 
Processing Battery (AMIPB), Behavioural Assessment of Dysexecutive Syndrome (BADS), 
Hayling and Brixton Test, National Adult Reading Test Second Edition (NART-2), Test of 
Verbal Fluency, Token Test, Wechsler Adult Intelligence Scale Third Edition (WAIS-III), 
Wechsler Memory Scale Third Edition (WMS-III), Wechsler Test of Adult Reading (WTAR) 
and the Wisconsin Card Sorting Test (WCST).
Meetings and Seminars Attended and Services Visited
Weekly multidisciplinary team referral meetings were attended, as were regular case. 
Discussions about medico-legal cases were held regularly with the placement supervisor. 
Visits to other regional neuropsychological settings, rehabilitation settings, residential care 
services for people with brain injuries and transitional living units also took place.
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Overview of Research Dossier
OVERVIEW
This section of the portfolio includes the following research projects: the Service Related 
Research Project, which was completed during Clinical Placement with People with Learning 
Disabilities in Year 1; the Qualitative Research Project, which focussed on the experiences of 
second year Trainee Clinical Psychologists, and was completed during Year 2; and the Major 
Research Project, which focussed on parental attributions and practices in the families of 
children with attention deficit and hyperactivity disorder, and was completed during Year 3.
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A Comparison of the Differential Referral Rates of
Two Learning Disabilities Services
July 2001
Year 1
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Abstract
Title: A Comparison of the Differential Referral Rates of Two Learning Disabilities Services.
Objective: To examine the differential referral rates between two Learning Disabilities 
Services, which will be known as LDl and LD2, by comparing the types of referrals received.
Design: A Retrospective Archival Study.
Setting: Two Specialist Community Learning Disabilities services based within the same 
National Health Service (NHS) Trust in the United Kingdom.
Participants: 181 referrals had been made to two Community Learning Disabilities Team 
(CLDT) Services. 67 (37%) were received by L D l, whereas LD2 received 114 (63%).
Procedure: Data were gathered through a retrospective analysis of minutes from 
multidisciplinary referral management meetings and from clients’ files. Each referral was 
categorised according to source, reason and allocation to MDT discipline. The resulting 
information was then compared across both CLDT services.
Results: LD2 received significantly more new referrals and re-referrals than LD l. Referral 
reason was found to vary according to referral source and referral allocation was found to vary 
according to referral reason.
Conclusions: While significant differences were found between the sources, reasons and 
allocations of referrals received by LDl and LD2, the cause of this difference could not be 
determined within the confines of this study, but is recommended as an area for future 
research. The finding that many psychological problems referred could be allocated to non­
psychologists emphasised the degree of joint-working and skills-sharing within the teams. 
The advantages and shortcomings of using archival data of this nature were discussed and the 
clinical and research implications of appropriate and accurate record-keeping were 
considered.
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A Comparison of the Differential Referral Rates of Two Learning Disabilities Services.
All references to names o f  individuals, organisations and NHS Trusts in the following report 
have been removed or abbreviated fo r  the purpose o f  ensuring confidentiality.
1. Introduction
It is estimated that nearly one-and-a-half million people in England have a learning disability 
(Department of Health, 2001), which indicates a considerable need for appropriate and 
adequate healthcare provisions. This has led the Government to evaluate the efficacy of the 
National Health Service (NHS). The Patient's Charter (1991) became a significant move 
towards establishing basic standards in healthcare by considering customer management, 
waiting lists, response times, and improving patients' access to the NHS (Farrell, Levenson & 
Snape, 1998). Farrell et al. (1998), however, surveyed the opinions of healthcare 
professionals and the public about the Charter and found criticism for its narrow definition of 
“access”. For example, the Charter recommended a maximum wait o f thirteen weeks for 
outpatient appointments, but failed to account for additional delays for GP appointments and 
while referrals were made to appropriate services. The authors also found that access to 
services was particularly difficult for vulnerable people with communication difficulties or 
disabilities.
The Green Paper, "Our Healthier Nation" (NHS Executive, 1998), identified ever-increasing, 
major inequalities in health status and care across the country. Consequently, it recommended 
adopting a collaborative approach in healthcare provision and multidisciplinary team (MDT) 
working. Hattersley (1995) recommended collaboration at all levels to ensure effective 
service planning and delivery, as it facilitates the sharing of crucial client information and aids 
the understanding of professional roles and the availability of specific skills. Collaboration is 
particularly important where staff must work together in formal teams. Communication 
between professionals and with their clients may be enhanced through accurate recordings of 
decisions about care and interventions, sharing client records and holding regular meetings. 
Where collaboration works, clients can have easier access to a wider range o f therapists, skills 
and therapeutic approaches (Hattersley, 1995).
The Government’s White Paper, “Valuing people: a new strategy for learning disability for 
the 2H* century” (DoH, 2001), emphasised the importance of collaboration amongst MDT 
professionals. Locally^based specialist CLDT services were regarded as the key components 
of the modern NHS: “through these NHS Trusts, people with learning disabilities have access 
to a range of learning disability specialists including...nurses...physiotherapists, psychiatrists.
103 URN: 3032639
Service Related Research Project
speech and language therapists and clinical psychologists, working in a multidisciplinary way 
in close collaboration with social workers and care managers” (DoH, March 2001, p68). This 
approach was believed to improve accessibility to mainstream services and ensure continuity 
and “appropriate partnership between different agencies and professions” (DoH, 2001, p68).
In the current study, two specialist CLDT Services within the same NHS Trust have 
differential referral rates. This raised questions about the nature of the therapeutic activities 
provided by the respective MDTs, which may affect the future funding of the two services. In 
1999, the NHS Trust managing the two services developed a five-year strategy (Learning 
Disabilities Directorate, 1999), based on Government recommendations of the joint 
commissioning of services (DoH, 2001). The strategy proposed collaboration amongst 
“Health, Social Services and relevant agencies in order to re-configure current day-care 
facilities within the locality and ultimately offer appropriate services to meet the needs of 
individuals within a multidisciplinary setting” (p i3). This partnership between services was 
seen as fundamental to avoid the duplication of services. Joint-working within teams was 
emphasised, whereby small groups of professionals would investigate referrals together.
Given these proposals, the current study investigated the nature of the referrals made to the 
two services and the activities undertaken by the MDTs. The project has particular relevance 
for Clinical Psychologists specialising in Learning Disabilities given their roles in providing 
specific psychological interventions and also a consultative service to other healthcare 
professionals during the referral process.
2. Research Aims
This preliminary study was exploratory in nature. Informal monitoring of the activities of two 
CLDTs within the same NHS Trust revealed that, despite having similar-sized catchment 
areas and staff composition, they had different referral rates. The aim of this study was to 
compare the two services by:
1. Examining the nature of the referrals received
2. Determining whether referral source had an impact on referral reason
3. Determining whether referral reason had an impact on allocation within the two teams.
4. Examining the ease of data collection based on team records, and the usefulness of such
archival data in making team comparisons.
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3. Methodology
3.1 Design
This study was based on a retrospective archival design and so did not require approval from
an Ethics Committee (see Appendix A).
3.2 Procedure 
Setting:
Data collection took place at two CLDT Services from the same NHS Trust. Each team served 
a population of approximately 243,000, of which 5000 have been estimated to have a learning 
disability (Medway Council & West Kent Health Authority, 2001). Table 1 illustrates the 
professional composition of the MDTs. An Epilepsy Community Nurse Specialist based at 
LD l, worked for both teams. All staff worked on a full-time basis, unless otherwise stated.
Discipline Total number within team
LDl LD2
Clinical Psychologist 1 1
Trainee Clinical Psychologist/Psychologists in training (part-time) 2 4
Assistant Psychologist 1 0
Community Nurse (including one epilepsy nurse specialist from 
LDl “shared” with LD2)
6 4
Speech & Language Therapist 1 2
Physiotherapist 1 1
Psychiatrist 3 2
Dietician 1 0
Cognitive Behavioural Therapist (based at LD2) 0 1
TOTAL 16 15
Table 1: The composition o f  the Multidisciplinary Teams within LDl and LD2.
Participants:
Sample Size:
181 individuals were referred between E‘January and 3E^March 2001; LDl received 67 
referred clients, whereas LD2 received 114.
Gender Differences:
Table 2 presents the gender differences of the clients referred; similar proportions were found.
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Total number (and 
percentage) of 
referrals
Number (and 
percentage) of male 
clients referred
Number (and 
percentage) of female 
clients referred
LDl 67 (37%) 35 (52%) 32 (48%)
LD2 114 (63%) 62 (54%) 52 (46%)
TOTAL 181 97 (54%) 84 (46%)
Table 2: Gender Differences o f  the sample o f  referrals.
Age Range o f  Referred Clients:
Table 3 presents the ages of the clients referred.
Age Range Mean Age
LDl 6 months to 92 years of age 37 years
LD2 17 to 72 years 36 years
Table 3: Age Differences o f  the sample o f  referrals.
The mean age of the clients referred was similar for both services, although the age range was 
wider for LDl. Despite being an Adult Service, five referrals for children were accepted by 
LDl for crisis intervention.
Ethnic Backgrounds o f  Referred Clients:
Neither the minutes nor clients’ files consistently contained details of ethnicity.
Data Collection:
Weekly Multidisciplinary Referral Management Meetings were held at both services, from 
which minutes were taken. A retrospective analysis was taken of these minutes from 
L‘January to 3L'March 2001. Initially, the intention was to collect information extending 
over a six-month period. A sample of referrals was examined based on minutes taken at both 
services from the first referral meeting of every month from October 2000 to March 2001. 
However, this revealed that the available referral information at LD2 was inadequate for the 
purposes of this project. Unlike the minutes for LDl, those for LD2 did not provide details of 
reason for and source of referral, so individual client files had to be traced. When retrieving 
these data, examination of files revealed a disparity in the meaning of “Referral” in the 
minutes from the two services. While L D l’s minutes listed new (i.e. external) referrals, re­
referrals (those already known to the service at the time of referral) and referrals made 
internally within the same CLDT (i.e. inter-referrals), LD2’s minutes did not differentiate 
between these referral types. Given the amount of information to be retrieved within a 
restricted time-scale, data collection was limited to records from January to March 2001.
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The details gathered about clients were: date of birth, gender, date of referral, source(s) and 
reason(s) for referral, the designation of the allocated healthcare professional(s) and whether a 
re-referral and/or an inter-referral occurred to another part of the service. After data collection, 
the reasons for referral were coded on the basis of specific themes (see Appendices 3 and 4). 
Where individuals were referred for more than one problem, they were coded on each referral 
reason. Inter-rater agreement was calculated by having a second Trainee Clinical 
Psychologist from the University of Surrey categorise a random selection of 44 cases (every 
fifth referral) according to reported referral reason. Agreement was found in 88.6% (39 out of 
44) cases. Where there was disagreement, the researcher’s classification was used. The data 
collected were recorded on a computerised database developed for this study by the 
researcher.
4. Feedback of Research Findings
A summary of findings will be presented to the Multidisciplinary Referral Management 
Teams on 12*July 2001 and at a Joint Team Meeting in August 2001 (see Appendix B).
5. Analysis and Results
The relationships between the number of clients referred to each service, referral source, 
reason and allocated discipline were examined using descriptive statistics and Chi-Squared 
analyses.
5.1 Preliminary Findings:
Table 4 presents the composition of the referrals, as ascertained from minutes and clients’ 
files.
Total number (and 
percentage) of clients 
referred
Number (and percentage) of Total referrals which are:
New Referrals Both Re- & 
Inter- 
Referrals
Re-Referrals Inter-
Referrals
LDl 67 (37%) 32 (48%) 2(3%) 5(7%) 28 (42%)
LD2 114 (63%) 72 (63%) 2(2%) 13(11%) 27 (24%)
TOTAL 181 104 (57%) 4(2%) 18(10%) 55 (30%)
Table 4: Composition o f  referrals received by both services.
Between January and March 2001, LD2 received 63% (n=114) of all clients referred to the 
two services and proportionately more new clients (63%) and more re-referred clients (11 %).
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Table 5 and Appendix C depict the range of referral sources at LDl and LD2. Since some 
referrals came from more than one source - as with re-referrals and inter-referrals -  the 
number of sources exceeds the number of individual clients referred to either service.
Referral Source Total number (and 
percentage) of this 
type of source
LDl - totals 
(percentages)
LD2 - totals 
(percentages
Care Manager 69 (31.2%) 15(21.7%) 54 (78.3%)
Community Nurse 27 (12.2%) 8 (29.6%) 19(51.9%)
Psychiatrist 23 (10.4%) 8 (34.8%) 15 (65.2%)
GP 22 (9.7%) 5 (22.7%) 17(77.3%)
Social Worker 14 (6.6%) 8(57.1%) 6 (42.9%)
Psychologist/Cognitive 
Behavioural Therapist
13 (5.7%) 8(61.5%) 5 (38.5%)
Speech & Language 
Therapists
12 (5.7%) 5(41.7%) 7 (59.3%)
Dieticians 6 (2.2%) 6 (100%) 0
Community Mental 
Health Team
5 (2.2%) 4 (80%) 1 (20%)
Staff Carer/Keyworker 4 (2.2%) 3 (75%) 1 (25%)
Physiotherapists 4(1.3%) 4(100%) 0
Inpatient unit 3(1.3%) 3(100%) 0
Probation Officer 2 (0.9%) 0 2(100%)
Other 17(7.9%) 6 (35.3%)
(Self Referral, Relative, 
Team Leader, Health 
Visitor, Employment 
Services)
11 (65.7%)
(Voluntary Sector, 
Health Visitor, Family 
Proceedings Court, 
CLDT, A&E)
TOTAL 221 83 (37.6%) 138 (62.4%)
Table 5: Sources o f  referrals.
Care managers referred most frequently, comprising a third of LD2’s referrals. LD2 also 
received considerably more referrals from nurses, psychiatrists and GPs than LD l. LDl 
received more referrals from social workers, psychologists, community mental health teams, 
physiotherapists and carers. Since LD2 did not provide inpatient and dietetics services, it did 
not receive referrals from these sources.
Given the many referral reasons identified, the information was coded into themes. Table 6 
and Appendix D illustrate the main themes for referral to the two services. Since some 
referrals were for multiple reasons, the number of referred problems exceeds the number of 
clients referred to each service. (See Appendices E and F for summaries original referral 
reasons).
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Reason for Referral 
(codes)
Number of referred problems
TOTAL 
(column percentages)
LDl - totals 
(row percentages)
LD2 - totals 
(row percentages)
Communication 37(16.7%) 9 (24.3%) 28 (75.7%)
Behavioural problems 32(14.5%) 9(28.1%) 23 (71.9%)
Emotional problems 25(11.3%) 8 (32%) 17(68%)
Medical 24 (10.9%) 5 (20.8%) 19 (79.2%)
Coping Skills 18(8.1%) 8 (44.4%) 10 (55.6%)
Adaptive functioning 18(8.1%) 11 (61.1%) 7 (38.9%)
Physiological 17 (7.7%) 10(58.8%) 7(41.2%)
Specific psychological 
assessments
15(6.8%) 6 (40%) 9 (60%)
Dietary 12 (5.4%) 12(100%) 0
Risk 7 (3.2%) 0 7(100%)
Psychiatric 5 (2.3%) 2 (40%) 3 (60%)
Other 6 (2.7%) 3 (50%) 3 (50%)
Inappropriate 5 (2.3%) 0 5 (100%)
Total 221 83 (37.6%) 138 (62.4%)
Table 6: Reasons fo r  referrals
Communication and behavioural problems comprised nearly a third o f the referrals made to 
both services. L D l received more referrals for adaptive functioning (6 1 % ,n = ll) and 
physiological difficulties (59%,n=10). LD2, however, received considerably more referrals 
for behavioural, communication, emotional, medical needs, psychological assessments and 
risk assessment/management. Five referrals to LD2 were inappropriate and not allocated to 
any discipline; two clients were underage, two did not reside within the service’s catchment 
area and one client was believed to have mental health as opposed to learning difficulties.
Table 7 and Appendix G present the MDT professionals who were allocated referrals within 
the two teams. Since some referrals were allocated to more than one professional - as with 
joint work - the number of allocations exceeds the number o f individual clients referred.
Allocated Professional Total number (and 
percentage) of this 
type of allocation
LDl - totals 
(percentages)
LD2 -totals 
(percentages)
Community Nurse 59 (26.7%) 17(28.8%) 42 (71.2%)
Psychologist/ Cognitive 
Behavioural Therapist
43 (19.5%) 19 (44.2%) 24 (55.8%)
Joint Work 42(19%) 13(31%) 29 (59%)
Speech & Language 
Therapists
28 (12.7%) 6 (21.4%) 22 (78.6%)
Physiotherapists 17(7.7%) 12(70.6%) 5 (29.4%)
Psychiatrist 9(4.1%) 5 (55.6%) 4 (44.4%)
Dieticians 11 (5%) 11 (100%) 0
Groupwork 3(1.4%) 0 3 (100%)
Not allocated 9(4.1%) 0 9(100%)
TOTAL 221 83 (37.6%) 138 (62.4%)
Table 7: MDT professionals allocated to referrals received by both services.
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Community nurses received 27% (n=59) of all referrals. The nurses at LD2 were allocated 
more than twice as many referrals than at LD l. At LD2, there were considerably more 
allocations in almost all cases, except to physiotherapists. LD2 did not have a dietician, hence 
the lack o f allocations and LDl did not provide group-based intervention. Nearly 7% (n=9) of 
the referrals to LD2 were not allocated to anyone in the MDT, because five were considered 
inappropriate, two required no further action by the team and two required more information 
before the referrals could be accepted. Notably, of the 42 referrals to community nurses at 
LD2, five were allocated to the epilepsy nurse specialist based at LD 1.
5.2 Relationship between referral source, referral reason and allocated professional:
Tables 8 and 9 compare the interrelationships between referral source and reason. For LD l, 
more than half of the referrals made by care managers were for physiological problems and 
support for adaptive functioning, whereas for LD2 they were for behavioural and 
communication difficulties (both nearly 19%, n=10). 40% (n=2) of GP referrals to LDl were 
for behavioural difficulties, whereas over a third (n=6) of the referrals to LD2 were for 
emotional difficulties. 25% (N=2) of the referrals to LDl from psychologists were for 
behavioural and emotional difficulties (compared to 40%, N=2 to LD2), whereas a further 
25% (n=2) were for communication difficulties. 38% (n=3) of referrals to LDl from this 
group were for adaptive functioning skills assessments, compared to 20% (n=l) to LD2.
Social workers referred nearly 38% (n=3) of clients to LDl for support for helping them cope 
with lifestyle issues (e.g. parenting), and for specific psychological assessments (25%, n=2), 
requesting clarification of diagnosis to aid the assessment of clients’ parenting skills. Over 
70% (n=5) of referrals to LD2 were from speech and language therapists for communication 
difficulties, perhaps reflecting the specialist skills MDT staff in LD2 have in comparison with 
their colleagues based within the community.
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Tables 10 and 11 present the interrelationships between referral reason and allocation. The 
Clinical Psychology Department at LDl received the most referrals (23%, n=19), then 
community nurses (21%, n=17) and joint-work (16%, n=13). At LD2, nurses were allocated 
30% (n=42) of referrals (of which 4%, n=5, were allocated to the epilepsy nurse specialist 
based at LD l), 21% (n=29) to joint-working professionals and 17% (n=24) to 
psychologists/CBT. Most of the referrals to psychologists at LDl were for behavioural 
difficulties, specific psychological assessments (52%, n=5) and emotional difficulties (21%, 
n=4). In contrast, a third (n=8) o f the referrals to psychologists a LD2 were for specific 
psychological assessments, followed by behavioural (25%, n=6) and emotional difficulties 
(21%, n=5).
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Tables 12 and 13 present the interrelationships between referral source and allocation. Care 
managers, psychiatrists and social workers were the most frequent referrers. Most of the 
referrals from care managers were allocated to physiotherapists, followed by speech and 
language therapists and then nurses. Nurses followed by psychologists attracted the most 
allocations across the two MDTs.
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5.3 Statistical Findings:
Chi-squared statistics were conducted to examine whether gender of client, referral type, 
source, reason and allocation had a significant impact on referral rates. Table 14 presents the 
results (see Appendices 8-14 for calculations).
VARIABLES OUTCOME CALCULATIONS
LD lxLD2 X ^(1 ,N = 181) = 6 ,  p<0.05 
therefore reject null hypothesis as the two services do 
differ significantly in the number of clients referred
Appendix H
LD l& Ld2xM D T
Composition
Since the composition of each discipline within the MDTs in LDl and LD2 
were below 5, the Chi-Squared statistic could not be calculated for these
variables
LD1&LD2X
Gender
X ^(l,N =181) = 0 .1 ,p>0.05 
therefore retain null hypothesis, suggesting that there 
is no significant relationship between gender and rate 
of referral to either LDl or LD2
Appendix I
LDl & LD2x  
Referral Type
(2, N=181) = 6.4, p<0.05
therefore reject null hypothesis as there is a 
significant relationship between referral type (i.e.
new referrals versus inter-referrals versus re- 
referrals) and rate of referral to either LDl or LD2
Appendix J
LD1&LD2X 
Referral Source
X  ^(7, N=221) = 27.5, p<0.05
therefore reject null hypothesis as there is a 
significant relationship between referral source and 
rate of referral to either LDl or LD2
Appendix K
LDl & LD2 X 
Referral Reason
X ^(8,N =221)= 16.95,p<0.05
therefore reject null hypothesis as there is a 
significant relationship between referral reason and 
rate of referral to either LDl or LD2
Appendix L
LDl & LD2 X 
Referral Allocation
(5,N =221)=  16.2, p<0.05
therefore reject null hypothesis as there is a 
significant relationship between referral allocation 
and rate of referral to either LDl or LD2
Appendix M
LDl & LD2 X 
External and 
Internal Referrals
X^(1,N=181) = 6.4, p<0.05
therefore reject null hypothesis as there is a 
significant relationship between whether the source 
of the referral was external or internal and rate of 
referral to either LDl or LD2
Appendix N
Table 14; Chi-Squared statistical outcomes.
LDl and LD2 differ significantly in their referral rates. Source, reason, allocation and 
whether clients were referred externally or internally were all found to relate significantly to 
the differential referral rates of the two services.
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6. Discussion
LD2 received significantly more referrals than LD l. Significant differences were found in the 
types of referrals received, the sources of these referrals and the way the referrals were 
allocated within the MDTs across the two services.
6.1 Discussion of Main Findings and Implications for Clinical Psvchologv Practice:
Source o f  referral
Rates of referrals to the two services varied according to referral source, with care managers, 
based in Social Services, the most frequent referrers. Since the DoH’s White Paper (2001) 
recommends that Social Services take responsibility for the care management of people with 
learning disabilities, this finding confirms that this practice already occurs for LDl and LD2.
.Discussions with staff revealed that the MDT at LD l has only been in existence since 1999, 
whereas the MDT at LD2 has existed since 1990. Furthermore, the method of referring to 
either o f these services involves the use of a particular form, which for LDl has only been 
utilised since 2000; LD2 has used this method since the formation of its MDT. Thus, a 
possible reason for L D l’s low referral rate might be that potential referrers are unaware of the 
range of services available. Clearly, the passage of time might serve to increase the rate of 
referral to L D l. This process, however, may perhaps be quickened through a consultation 
strategy whereby potential service users are invited to discuss their needs and experiences and 
are introduced to the services available at LD1.
Reason for Referral
Rates of referrals to the two services varied according to referral reason. Communication, 
behavioural and emotional problems were the most common referral reasons for both services.
Initially, informal discussions with MDT staff revealed that many suspected that LD2 would 
receive more referrals because it offered group-based interventions. The study, however, 
found few allocations for group-work (2%,n=3) at LD2, despite referrers’ requests. This 
raised questions as to whether (both) services were meeting the needs of referrers and users, 
and whether referrers were referring appropriately. For instance, some clients were referred to 
LD2 for group-work, but were subsequently allocated to individual MDT professionals. 
Perhaps the reasons for referral were inappropriate for such intervention, as had they been, 
clients would have been placed on a waiting list. According to LD2’s minutes, this had not 
been the case.
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Referral Allocation
Referral allocation was significantly related to rates of referral to the two services. Referrals 
were mainly allocated to community nurses, psychologists/CBT professionals and for joint- 
work. The most common referrals to these groups were for behavioural, communication, 
emotional and adaptive functioning issues, specific psychological assessments and developing 
coping skills. With the exception o f communication problems, the Clinical Psychology 
Departments at both services received referrals for all of these reasons either independently or 
via joint-working. Furthermore, while the community nurses in both teams received the most 
referrals, at least three in each service were trained in “psychological skills/techniques” -  i.e. 
psychosexual issues, counselling, anger management training.
This finding emphasises the usefulness of skills-sharing, particularly psychological skills. 
Skills-sharing across professions implies that Clinical Psychology must clearly define its core 
roles and skills to provide specialist assessment, therapy and consultation (Alexander, 1992; 
Manpower Advisory Service, 1989). While many psychological skills may be shared with 
non-psychologists, clinical psychologists are nevertheless necessary contributors in 
community MDT services. The fact that they received the second largest number o f allocated 
referrals in this study confirms their significance, as does their ability to fulfil both specialist 
and generic roles by providing skills of problem-solving and facilitation (MAS, 1989).
The extent of joint-working in both services reflected the advantages of regular attendance 
and participation at team meetings: the dissemination of information promotes continuity and 
better communication across professions (Hattersley, 1995) and provides the opportunity to 
learn about and model helpful behaviour such as respect, interest and support (Watson, 1990).
According to the minutes, psychiatrists received the fewest referrals. This contradicted with 
the reality o f their workload. However, it transpired that staff from both services often 
accepted referrals outside the referral meetings. While, it was their responsibility to bring 
these referrals to the meetings for record-keeping purposes, this practice was inconsistent. 
This questions the accuracy of the two services’ record-keeping procedures and the 
subsequent implications.
6.2 Issues Pertaining to Data Collection and Recommendations for the Services:
The study indicated that information collated solely from minutes was not a reliable method 
for examining referral rates. Clinically, discrepancy between minute-taking styles at both 
services could have repercussions on funding if purchasers are relying on these data for audit
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purposes. It also has implications for the usefulness of these minutes as records of team 
activity -  missing data (including failure to record all clinical activities) from these minutes 
prevent obtaining a complete picture of CLDT activities. Accurate record-keeping of 
activities informs purchasing authorities about how services are operationalised within 
existing resources (Stallard & Potter, 1999). Regarding research implications, the necessity of 
using clients’ files for data collection meant that this study might be difficult to replicate. 
Standardising record-keeping practices -  perhaps even computerising records - might ensure 
continuity and consistency across services, enabling potential independent auditors to 
scrutinise records without difficulty.
Critique and Recommendations for Future Research
In addition to the shortcomings of minute-keeping already highlighted, a drawback of 
retrospective data analysis is difficulty in predicting patterns of referrals for subsequent years 
(Claxton & Turner, 1997). Nevertheless, the current study provides an indication of possible 
referral types in the future. This study also confirmed that archival data research was useful 
as it was less resource intensive and enabled an overview of various possible associations that 
can be evaluated in more focussed prospective studies (Schwartz & Panacek, 1996).
The time period for data collection (January to March 2001) may reflect seasonal variations in 
referral rates. Future studies might examine the effect of annual fluctuations on referral rates.
Future research might also examine the sources, reasons and allocations of clients who were 
either re-referred or inter-referred to the two services. This would elucidate the efficacy of the 
two services in meeting the needs of clients referred to them. Additionally, since the aim of 
the current study was to compare MDT activities across services, future studies might 
compare referral rates of each profession to develop a better understanding of the service 
delivered by individual MDT disciplines.
7. Conclusions
The purpose of the study was to compare the activities of two CLDTs, the referral rates of 
which differed significantly. Referral reason varied according to source, and referral 
allocation varied according to reason. The study emphasised the importance of accurate 
record-keeping practices and also the significant role Clinical Psychology plays within MDTs, 
because of its clinical and consultative capacities and its ability to be both a generic and a 
specialised service.
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NHS Trust
Our Ref; AD/jk/SK 
Your Ref:
Psychology Services
7 May 2001
Lane
Clinical Psychologist in Training ‘
Psychology Service Tel: r  '
- : Fax: .  ^ /=
Lane
D ear
RE: RESEARCH PRO JEC T-ETH IC A L APPROVAL
Following ou r recent discussions a t the  C L D H T  m eeting concerning you r service related research 
project, I am writing to  confirm  that the  team  is happy fo r the  research to  go  ahead. G iven the  nature o f  
the w ork  there  is no need fo r the  p ro tocol to  be subm itted to  the T rust E th ics Com m ittee. Could you 
please keep the  team  inform ed o f  any substantive changes to  the pro tocol as the  research  progresses.
Y ours sincerely
COMMUNITY SERVICES MANAGER
. - NHS TRUST ^
Trust Headquarters, . ... ■’ i ^
Telephone; j
INVESTOR IN PEOPLE
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NHS Trust
Our Ref: AD/jk/SK 
Your Ref:
Psychology Services
29 June 2001 - _
- V Lane
Clinical Psychologist in Training . . >
Psychology Service
0 Fax: ' . .
-V Lane
D e a r ,
RE: SERVICE RELATED RESEARCH PROJECT
Further to  our recent discussions, I  am writing to  confirm that you will be presenting the outcom e o f  the  
research to  the CLDHT at the  team  m eeting on Thursday 12 July, and at the  Joint Team  M eeting which 
is to  be arranged in August.
Y ours sincerely
COMMUNITY SERVICES MANAGER
./NHS TRUST
Trust Headquarters, ■ , :■ " ^
Telephone: ,
INVESTOR IN PEOPLE
NHS Trust
Our Ref: AD/jk/SK 
Your Ref:
Psychology Services
20  September 2001
Trainee Psychologist
Tel: V 
Fax:
Dear
Thank you for presenting the  results o f  your research to  the  Com m unity Learning Disability H ealth 
Team last week. The presentation w as well received and the team  are in agreem ent that the results will 
be useful in making decisions during the coming review  and re-organisation.
Yours sincerely
CONSULTANT CLINICAL PSYCHOLOGIST
•. Y NHS TRUST vf" %
Trust Headquarters,
Telephone: u; . Fax:
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APPENDIX E
Reasons for Referral to L D l
Type of Referral Reason for Referral Number of 
referred problems
Behavioural Behavioural problems
Management o f aggressive behaviour 5
Challenging behaviour problems (impulse/ not stated) 4
Emotional problems
Anxiety (including phobias/obsessive compulsive 
behaviours )/Depression/low mood
4
Counselling (sexuality/relationship/bereavement) 4
Skills assessments
Parenting assessments 5
Assess everyday coping skills/support 3
Specific psychological assessments
Clarification o f diagnosis (of LD, dementia, autism) 3
Psychology assessment (not stated/psychometric assessment) 3
Communication Assess/develop communication skills 4
Assessment (reason not stated) 3
Swallowing difficulties 2
Physiological Advice/general assessment 7
Mobility/wheelchair assessment 2
Moving and handling advice for staff 1
Psychiatric Psychiatric assessment (not stated) 1
Mental health assessment 1
Dietary Weight problems 6
Dietary or feeding problems/healthy eating advice 6
Medical Assess & monitor medication 4
Physical health problems (e.g. illness) 1
Adaptive Transitional support 5
Functioning Assessment for residential placement 3
Assessment o f suitability employment/daycare services 2
Assess living conditions 1
Other Joint assessment (reason not stated) 2
Complex/urgent needs 1
Total 83
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APPENDIX F
Reasons for Referral to LD2
Type of Referral Reason for Referral Number of 
referred problems
Behavioural Behavioural problems
Management of aggressive behaviour 11
Challenging behaviour problems (impulse/ not stated) 9
Sex education 3
Risk
Risk assessment/management 4
Evidence of sexual abuse/sexual abusing 2
Child protection 1
Emotional problems
Counselling (depression/low mood sexuality/relationship/ 
bereavement/self-esteem)
13
Anxiety (including phobias/obsessive compulsive 
behaviours)
4
Skills assessments
Assess everyday coping skills/support 7
Parenting assessments 3
Specific psychological assessments
Clarification of diagnosis (of LD, dementia, autism) 7
Psychology assessment (not stated/psychometric 
assessment)
2
Communication Assess/develop communication and comprehension skills 16
Assessment (reason not stated) 4
Hearing assessment 4
Swallowing difhculties 4
Physiological Posture/Mobility/wheelchair assessment 5
Advice/general assessment 1
Monitoring physical health/exercise programme 1
Moving and handling advice for staff 0
Psychiatric Mental health management 3
Psychiatric assessment (not stated) 0
Dietary Weight problems 0
Dietary or feeding problems/healthy eating advice 0
Medical Assess & monitor medication 6
Assess/monitor epilepsy 5
Monitor physical and mental state 4
Physical health problems (e.g. blood tests, infections) 4
Adaptive Transitional support 5
functioning Assessment for residential placement 2
Assessment of suitability employment/daycare services 0
Assess living conditions 0
Other Complex/urgent needs (no details given) 2
Care plan assessment 1
Joint assessment (professional disciplines not stated) 0
Inappropriate Underage 2
Out of catchment area 2
Not learning disabled 1
Total 138
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APPENDIX H 
Chi-Squared Statistical Tests 
Comparisons between L D l and LD2
Hypothesis: LDl and LD2 differ significantly in the number of referrals each service received 
between January and March 2001.
Learning Disability Service Total
LD l LD2
Observed
Frequencies
67 114 181
Expected
Frequencies
90.5 90.5 181
Obtained value for = 6
Degrees of freedom = (number of columns -  1) = (2-1) = 1 
Alpha Level = 0.05
Critical value for = 3.841 (Pagano, 1990)
Obtained value for X^ > Critical value for X^
Conclusion: reject null hypothesis. The two services do differ from each other significantly in 
terms of the number of referrals received.
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APPENDIX I 
Chi-Squared Statistical Tests 
Comparisons between the two services and gender;
Hypothesis: there is a significant relationship between the gender differences of clients 
referred to LDl and those referred to LD2.
OBSERVED FREQUENCIES
Gender Learning Disability Service Total
L D l LD2
Male 35 62 97
Female 32 52 84
Total 67 114 181
EXPECTED FREQUENCIES
Gender Learning Disability Service Total
LD l LD2
Male 35.9 61.1 97
Female 31.1 52.9 84
Total 67 114 181
Obtained value for X^ = 0.08
Degrees of freedom = (number of columns -  l)(number of rows -  1) = (2-l)(2-l) = 1 
Alpha Level = 0.05
Critical value for = 3.841 (Pagano, 1990)
Obtained value for X^ < Critical value for X^
Conclusion: retain null hypothesis. There is no statistically significant relationship between 
gender and the rate of referral to LDl and LD2.
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APPENDIX J 
Chi-Squared Statistical Tests 
Comparisons between the two services and type of referral:
Hypothesis', the type of referrals received by LDl and LDl significantly affects their rates of 
referral.
OBSERVED FREQUENCIES
Type of Referral Total
New Referrals Re-Referrals
(including those who 
were both inter- and 
re-referred)
Inter-Referrals
L D l 32 7 28 6 7
LD2 72 15 2 7 11 4
Total 104 2 2 55 181
EXPECTED FREQUENCIES
Type of Referral Total
New Referrals Re-Referrals
(including those who 
were both inter- and 
re-referred)
Inter-Referrals
L D l 3 8 .5 8.1 20.4 67
LD2 6 5 .5 1 3 .9 34.6 114
Total 104 22 55 181
Obtained value for = 6.4
Degrees of freedom = (number of columns -  1 )(number of rows -  1 ) = (3-1 )(2-l ) = 2 
Alpha Level = 0.05
Critical value for X^ = 5.991 (Pagano, 1990)
Obtained value for X^ > Critical value for X^
Conclusion: reject null hypothesis. The effect the types of referrals received by LDl and
LDl has on their rates of referral is statistically significant.
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APPENDIX K
Chi-Squared Statistical Tests 
Comparisons between the two services and referral source:
Hypothesis: referral source is significantly related to the rates of referral of the two services. 
(N.B. some sources were combined to ensure that cell frequencies exceeded 5: dieticians, community 
mental health teams, carers/keyworkers, physiotherapists, inpatient units, probation officers and other)
OBSERVED FREQUENCIES
Referral Source Learning Disability Service Total
LDl LD2
Care Manager 15 54 69
Community Nurse 8 19 27
Psychiatry 8 15 23
GP 5 17 22
Social Worker 8 6 14
Psychologist 8 5 13
Speech and Language 
Therapist
5 7 12
Other 26 15 14
Total 83 138 221
EXPECTED FREQUENCIES
Referral Source Lea ruing Disability Service Total
LDl LD2
Care Manager 25.9 43.1 69
Community Nurse 10.1 16.9 27
Psychiatry 8.6 14.4 23
GP 8.3 13.7 22
Social Worker 5.3 8.7 14
Psychologist 4.9 8.1 13
Speech and Language 
Therapist
4.5 7.5 12
Other 15.4 125.6 14
Total 83 138 221
Obtained value for = 27.5
Degrees of freedom = (number of columns -  1 )(number of rows -  1 ) = (2-1 )(8-l ) = 7 
Alpha Level = 0.05
Critical value for X^ = 14.067 (Pagano, 1990)
Obtained value for X^ > Critical value for X^
Conclusion: reject null hypothesis. The sources of the referrals to LDl and LD2 were 
significantly related to the rates of referral of the two services.
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APPENDIX L
Chi-Squared Statistical Tests 
Comparisons between the two services and referral reason:
Hypothesis', referral reason is significantly related to the rates of referral of the two services. 
(N.B. some referral reasons were combined to ensure cell frequencies exceeded 5: psychiatrists, other 
and inappropriate)
OBSERVED FREQUENCIES
Referral Reason Learning Disability Service Total
LDl LD2
Communication
9 28 37
Behavioural 9 23 32
Emotional 8 17 25
Medical 5 19 24
Coping Skills 8 10 18
Adaptive Functioning 11 7 18
Physiological 10 7 17
Specific Psychological 
Assessments
6 9 15
Other 17 18 35
Total 83 138 221
EXPECTED FREQUENCIES
Referral Reason Learning Disability Service Total
LDl LD2
Communication
13.9 23.1 37
Behavioural 12 20 32
Emotional 9.4 15.6 25
Medical 9 15 24
Coping Skills 6.8 11.2 18
Adaptive Functioning 6.8 11.2 18
Physiological 6.4 10.6 17
Specific Psychological 
Assessments
5.6 9.4 15
Other 13.1 21.9 35
Total 83 138 221
Obtained value for = 16.95
Degrees of freedom = (number of columns -  l)(number of rows -  1) = (2-1 )(9-l ) = 8 
Alpha Level = 0.05
Critical value for X^ = 15.507 (Pagano, 1990)
Obtained value for X^ > Critical value for X^
Conclusion: reject null hypothesis. The reasons for the referrals to LDl and LD2 were 
significantly related to the rates of referral of the two services.
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APPENDIX M
Chi-Squared Statistical Tests 
Comparisons between the two services and referral allocation:
Hypothesis: referral allocation is significantly related to the rates of referral of the two 
services.
(N.B. some allocated groups were combined to ensure that cell frequencies exceeded 5: dieticians, 
psychiatrists, group-work, not allocated)
OBSERVED FREQUENCIES
Referral Source Learning Disability Service Total
L D l LD2
Community Nurse 17 42 59
Psychologist 19 24 43
Joint Work 13 29 42
Speech and 
Language Therapist
6 22 28
Physiotherapist 12 5 17
Other 16 16 32
Total 83 138 221
EXPECTED FREQUENCIES
Referral Source Learning Disability Service Total
L D l LD2
Community Nurse 22.2 36.8 59
Psychologist 16.1 26.9 43
Joint Work 15.8 26.2 42
Speech and 
Language Therapist
10.5 17.5 28
Physiotherapist 6.4 10.6 17
Other 12 20 32
Total 83 138 221
Obtained value for = 16.2
Degrees o f freedom = (number of columns -  1 )(number of rows -  1 ) = (2-1 )(6-1 ) = 5 
Alpha Level = 0.05
Critical value for X^ = 11.070 (Pagano, 1990)
Obtained value for X^ > Critical value for X^
Conclusion: reject null hypothesis. The decision as to which healthcare professionals are
allocated to the referrals received by LDl and LD2 is significantly related to 
the rates of referral of the two services.
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APPENDIX N
Chi-Squared Statistical Tests
Comparisons between the two services and whether the referrals were from internal or 
external sources:
Hypothesis: the type of referral source is significantly related to the rates of referral of the two 
services.
OBSERVED FREQUENCIES
Type of Referral 
Source
Learning Disability Service Total
L D l LD2
External 39 87 126
Internal 28 27 55
Total 67 114 181
EXPECTED FREQUENCIES
Type of Referral 
Source
Learning Disability Service Total
LDl LD2
External 46.6 79.4 126
Internal 20.4 34.6 55
Total 67 114 181
Obtained value for = 6.4
Degrees of freedom = (number of columns -  1 )(number of rows 
Alpha Level = 0.05
Critical value for X^ = 3.841 (Pagano, 1990)
Obtained value for X^ > Critical value for X^
1) = (2 -l)(2 -l)  = 1
Conclusion: reject null hypothesis. Whether the sources of the referrals received by LDl and 
LD2 were external or internal significantly affected the rates of referral of the 
two services.
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An Exploration of Second Year Trainee Clinical Psychologists’ Experiences 
of their Dual Status as Clinicians and Post-Graduate Students, 
with a Focus on Potentially Conflicting Aspects. 
Abstract
Title: An exploration of second year trainee clinical psychologists’ experiences of their dual 
status as clinicians and post-graduate students, with a focus on potentially conflicting aspects.
Objective: To explore the experiences o f trainees who work as both clinicians and students 
and the potential conflicts that may result from this dual status, using grounded theory.
Design: Semi-structured interview.
Setting: A PsychD Clinical Psychology Doctoral Course based at a British university.
Participants: Five Trainee Clinical Psychologists based in the second year of a three-year 
Clinical Psychology Doctoral Course were interviewed.
Procedure: An interview schedule was developed and conducted with five Second-Year 
Trainee Clinical Psychologists (TCPs). The TCPs were selected for participation in the study 
on the basis of theoretical sampling. The interviews were recorded on audiocassette and 
transcribed. Using the Constant Comparative Method of analysis, 19 categories were 
identified.
Results: The nineteen categories were integrated into seven categories. These Integrated 
Categories formed the basis of a Theory of Role Conflict, which was generated to explain 
TCPs’ experiences of Clinical Psychology training. The theory then led to the development of 
a Model o f TCPs’ Experiences of Clinical Psychology Training.
Conclusions: The study examined the perspectives of TCPs with regards to their dual or
multiple status experiences and found that conflict was often encountered during the training 
process. A preliminary theory of role conflict was generated from which a model of TCPs’ 
experiences o f clinical training was developed. A brief critique of the study has been given, 
as have recommendations for future research in the area of professional role identify 
formation.
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An Exploration of Second Year Trainee Clinical Psychologists’ Experiences 
of their Dual Status as Clinicians and Post-Graduate Students, 
with a Focus on Potentially Conflicting Aspects.
A ll references to names o f  individuals and organisations in the following report have been 
removed or abbreviated fo r  the purpose o f  ensuring confidentiality.
1. Introduction
Evidence exists about the job-related stress of trainee professionals involved in clinical work. 
Cushway (1992), for example, reported that frequent stressors included dealing with clients 
and their problems, lack of support and feedback from supervisors, academic demands and 
time constraints. Pica (1998) argued that the training experiences of trainee clinical 
psychologists (TCPs) were often ambiguous given the complexities o f clients’ problems 
(which rarely fit easily into the diagnostic categories trainees learn about) and the ethical 
questions and concerns that need to be addressed. The focus of training courses on research, 
academic and clinical elements and the expectation for trainees to meet these demands 
(Cheshire, 2000) may also add to this ambiguity.
Limited literature exists on trainees’ perspectives of Clinical Psychology training courses and 
their ability to adjust to the pressures of clinical work (Pica, 1998). This is significant as 
Cushway (1992) found that 75% of trainees experienced moderate to severe levels of stress, 
most o f whom were second- and third-year trainees. Nelson, Dell’Oliver, Koch & Buckler 
(2001) argued that increased training demands, expectations and stress warranted 
investigation as they impacted negatively on trainees’ clinical and academic performances. 
Pica (1998) therefore urged investigation into trainees’ experiences because it provided 
validation, clarity and hope amidst the anxiety and uncertainty commonly felt among trainees.
To explore the perceptions of second-year TCPs of clinical psychology training would involve 
identifying the meanings constructed by trainees of their multifaceted roles. Thus, grounded 
theory was selected as the most appropriate method of enquiry. Grounded theory is an 
analytic inductive technique involving the development of substantive and formal theory 
based on rigorous data collection and analysis of a set of observed instances (Grbich, 1999). It 
strongly emphasises individual choice and construction of meaning, change, continuous action 
and interaction, complex social processes and phenomena, the actor’s view and the 
researcher’s engagement in the research process (Strauss & Corbin, 1997).
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2. Research Aims
To explore the dual status experiences (as NHS employees and postgraduate students) of 
second-year TCPs, focusing on potentially conflicting aspects, with the intention of 
developing a theoretical model to explain how trainees adjust to their multifaceted roles.
3. Methodology
3.1 Design
Five researchers, who were Second-Year TCPs, conducted the study. Since it involved 
interviews with other TCPs undergoing training, ethical approval was unnecessary. The 
interview (Appendices Ai-ii) comprised five questions brainstormed by the researchers.
3.2 Procedure 
Setting:
Data collection occurred at a British university, where a Clinical Psychology Doctoral Degree 
was taught. This is a three-year, full-time course. TCPs attend campus-based teaching 
sessions two days a week and spend two-and-a-half days a week on clinical placements based 
across NHS services in the Southeast region. Appendix B illustrates the course structure.
3.3 Participants
Demographic information was collected on each trainee (Appendix C).
Samvle Size:
Five TCPs were selected from 24 trainees using theoretical sampling, a process o f data 
collection used when generating a theory (Glaser & Strauss, 1967). It involves collecting, 
coding and analysing data and using the findings to decide what data then need to be collected 
and from where. Thus, theory emerges from the data. For example, given the different 
clinical, research and academic components of the course structure, the researchers anticipated 
that previous academic and work experiences might influence some of the trainees’ responses. 
The trainees were therefore selected to ensure diversity across their previous experiences.
A se Ranse, Gender and Ethnic Backsrounds o f  Participants:
The sample comprised three females and two males who were all White British. Four trainees 
were 2 5-3 Oyears of age, while one was 31-35years of age.
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Previous Academic and Work Exveriences:
The most common form of relevant experience was clinical, then research, with trainees 
working for 2-5years before commencing training. Two trainees had additional qualifications.
3.4 Data Collection:
Interviews:
The interview was piloted on two TCPs V which resulted in a minor revision. The revised 
interview (Appendix Ail) was then administered on three more trainees^, who were selected 
using theoretical sampling. The interviews lasted for approximately 30minutes, were 
recorded on audiocassette, transcribed (e.g. Appendix D) and distributed across the 
researchers for examination to generate categories. Since only a minor adjustment was made 
to the original schedule, all five interviews were incorporated into the final analysis.
The Generation o f  Catesories:
Analysis of the transcripts occurred throughout data collection. Following guidelines by 
Pidgeon & Henwood (1996) (Figure 1), the transcripts were examined for common categories 
(Appendix Ei). References to each category (i.e. quotations from the transcripts) were 
recorded on cards (Appendix Eii) and were continually updated and refined as more evidence 
was found. As the number o f categories increased, some were strongly linked and so were 
combined. The resulting categories were renamed, either using descriptors generated by the 
researchers (Researchers’ Categories) or quotations from the trainees (Members’ Categories). 
This occurred continuously as more comparisons were made between transcripts. Glaser & 
Strauss (1967) described this “constant comparative method of analysis” as a strategy for 
generating theory. They believed it could be used with social groups of any size and was 
suitable for studying people and their social roles. Constant comparison involves “continually 
sifting and comparing elements (such as basic data instances, cases, emergent categories and 
theoretical propositions) throughout the lifetime of a research project” (Pidgeon, 1996, p78). 
The elements are compared to ensure that the resulting categories are distinct from each other, 
although they may be related in some way (e.g. one element may be a consequence o f 
another).
Data analysis developed further as the researchers used memos to note hunches, possible links 
or modifications to categories, emerging reflections and theoretical links (Appendix Eiii).
' Henceforth identified as A.B. and C.D.
 ^Henceforth identified as E.F., G.H. and I.J.
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Figure 1: Grounded Theory Procedure (Pidgeon & Henwood (1996):
Data Collection
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Data Storage
r
Coding
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Memo Writing.^------------- -^Category Linking
Data Preparation
Initial Analysis
Core Analysis
Key Concepts 
Defînitions 
Memos 
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4. Analysis
4.1 The Generation o f a Theory:
The constant comparison method yielded 19 categories (Appendix F). These were integrated 
into seven categories and developed into a theory of role conflict to explain the participants’ 
experiences of trying to meet the demands of clinical training (Appendix G). Figure 2 
presents the theoretical model. The Theory will now be described; detailed descriptions of the 
Integrated Categories are provided in Appendix H.
Figure 2: A Model of Trainee Clinical Psychologists' Experiences of Clinical Psychology Training
Previous experiences
I
Definitions and experience of the role of 
the Trainee Clinical Psychologist
Managing the roles
Imposed Structure Coping Strategies
Conflict
Managing the roles 4
KEY:
Strong causal link grounded by participants’ comments 
An association grounded by participants’ comments 
Tentative causal link interpreted by researchers
Previous Experiences:
Trainees seemed better able to make sense of their multiple roles by comparing current 
training experiences with pre-training work experiences, although this caused anxiety in some. 
One trainee claimed “the clinical role is...much easier...it isn’t so different to what I was
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doing before I started the c o u r s e . . . 39-40)^ while another felt about the Child 
placement “how On earth would I know, having never had that experience?”(E.F.,136). 
Additionally, trainees’ previous experiences appeared to shape their preferences for how they 
would like to practise in the future: “ .. .I ’d probably opt for research. But then maybe that’s 
because I haven’t done so much clinical work” (E.F., 100-102).
Definitions and Exverience o f  the Role o f  the Trainee Clinical Psychologist:
All trainees perceived the role of TCP as being multifaceted. Some saw it as involving three 
roles - the clinician/practitioner, researcher and student -  while others identified two - the 
clinician and student, where the student role combined academia and research. One trainee 
was adamant that “ ...the role of research comes under the role of student because it certainly 
doesn’t come under my role as practitioner”(A.B., 19-20). It seemed past experiences shaped 
perceptions and preferences for certain types of roles, hence the location of this category in 
the model. As I.J. stated, “I’m here because I want to qualify as a clinical psychologist. I 
wanted to be a clinician before. I want to be a clinician now...eveii more so” (I.J., 143-146).
M anasins The Roles:
From the researchers’ perspectives, trainees’ definitions and experiences of their multiple 
roles led them to believe that role management was necessary to cope with course demands. 
For example, C.D. now identified “more with the role o f clinician...I am a psychologist and 
that’s a professional persona...the training part is secondary” because of noticing “a big 
change since I came on the course...I’ve reached a stage of feeling that I don’t need to accept 
things just because the course say it... I have some professional knowledge, something to 
offer...” (C.D., 98-109). C.D. reflected that this might have occurred because “I’ve had 
evaluations and they have been really good...But also feeling I do know a bit m ore...” (C.D., 
55-56). Others believed effective time management was essential in being able to balance the 
different roles.
Imposed Structure:
It appeared that the trainees’ abilities to meet the demands of the course involved two 
processes that could occur in parallel - “Managing the Roles” followed by “Imposed 
Structure” and “Managing the Roles” followed by “Coping Strategies”. Some trainees, 
however, only seemed to experience one process and not the other. Those who followed the 
former process believed that their ability to manage was determined by the course structure. 
Compulsory attendance and the predetermined placement contracts and focus of assignments
(G.H., 39-40) refers to Trainee No.4’s eomment,between lines 39-40. All trainees’ quotes will follow this format.
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meant the participants felt obliged to follow this imposed structure: “ ...you have to be to give 
them what they want...(or) you don’t pass the course” (I.J., 128). This created conflict in one 
trainee: “1 don’t think I do manage...it’s the way that is structured by the course...The student 
and clinician roles are separated by the structure and the irrelevance and the order o f the 
things that you’re taught just doesn’t fit with what you’re doing in clinical practice” (G.H., 68- 
70).
Karon (1995, cited in Pica, 1998) criticised courses for forcing trainees to fit into restrictive 
roles determined by the politics of course structures, which often limited the development of 
“first-rate clinicians”(p362). I.J. described the frustration of a supervising psychologist who 
had to resubmit her thesis “ ...it’s felt quite deflating to her because she knows she’s a good 
clinician and the whole reason she came into it was to help people... I don’t feel (research), 
should be given an equal role...The clinical stuff should be...paramount” (I.J., 54-61). Karon 
urged trainees to rise above the politics embedded in courses and pursue their own ideas.
Copins Strategies:
Some trainees developed coping strategies while trying to meet the demands o f the course’s 
“Imposed Structure” and so they still experienced conflict. For example. Pica’s (1998) 
opinion that anxiety occurs in trainees when they feel they have to work without a clear set of 
guidelines at immediate disposal relates to I.J.’s belief that academic deadlines had to be 
clearly defined to manage the large workloads across the (often competing) roles.
Other trainees, however, were able to develop effective coping strategies to alleviate anxiety 
(i.e. bypass “Conflict”). While some saw their roles as interrelated, others regarded them as 
akin to “wearing different hats” (G.H., 34-38), which had to be switched according to course 
demands and became “ ...more resigned to the course being the way it is” (A.B., 182).
Peer support was considered essential in allowing “a shared anxiety or a shared opportunity to 
whinge” (G.H., 122) because, “It’s good to know that you’re not alone” (C.D., 162). This 
linked to Pica’s (1998) finding that buddy systems reduced anxiety in trainees, where student 
mentors offered advice about clinical experiences, shared reports and coping strategies. 
Through utilising such support one trainee learned that “I’m doing the best that I can, that’s 
good enough” (C.D., 70). Pica also emphasised the importance of constructive supervision 
that guided research, advised about clients and encouraged trainees to learn from mistakes.
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Conflict:
Conflicts seemed to develop as trainees struggled both to manage their multifaceted roles and 
meet “imposed” course demands. Within the student role, some felt disempowered, 
“patronised” (A.B., 119) and believed supervisors perceived them as less competent - “I think 
we are treated by the course team quite adolescently...! am thinking of myself as a clinician, 
why aren’t they?” (C.D., 140-141). This conflicted with clinical experiences, where trainees 
believed they were expected to appear more competent, and was linked to conflict due to 
ambiguity “because as a clinician you’re supposed to know things and as a student you are 
not” (C.D., 29-30).
It seemed that trainees believed conflicts in training were necessary to forge a professional 
identity. Pica (1998) claimed, “ambiguity is an unspoken but implicit feature in the training of 
student clinicians”(p363); one trainee attributed this “to being about what psychology is” 
(C.D. 81). This hypothesised relationship between conflict and identity development may be 
linked to psychosocial theories of development, notably Erikson’s (1959, cited in Miller, 
1993). Erikspn stated, “the process of identity formation emerges as an evolving 
configuration... gradually established by successive ego syntheses and 
resyntheses...integrating constitutional givens, idiosyncratic libidinal needs, favoured 
capacities, significant identifications, effective defences, successful subliminations and 
consistent roles”(p 165). Erikson believed that identity formation only occurred once 
individuals managed to integrate their identifications or roles. Failure to achieve this resulted 
in identity diffusion, which could be exacerbated by overly strong identifications with others 
or too many occupational roles from which to choose.
Conflicts resulting from ambiguities in training and perceptions of competence appeared to be 
linked to environmental demands, which therefore might have affected role/identity 
formation. Strauss & Corbin (1997) emphasised the role o f change, continuous action and 
interaction, complex social processes and phenomena on the individual’s construction of 
meaning. This built on Blumer’s (1969 cited in Grbich, 1999) belief that meaning was 
constructed through the ability to take the position of others and interpret one’s own actions 
from that position. This may explain why the ability to cope with different roles “ ...does 
really depend on the two different places you work at...the atmosphere and the attitude of 
other people” (A.B., 94-97).
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Future Expectations:
Trainees’ experiences led them to assume that their futures would also incorporate conflicts, 
particularly those pertaining to ambiguity, which was seen as inherent to the psychologist’s 
role and the process of continual professional development. One trainee realised that “I’m 
probably going to feel the same kind of way when I qualify...So in a sense, I’m going to have 
this ambiguity forever. So rather than attributing it to being a trainee, I attribute it to the job 
to being about what psychology is” (C.D. 77-81). Pica (1998) believed some conflict and 
ambiguity were necessary in clinical training and development as it fostered creativity, the 
development o f crucial thinking and clinical decision-making skills, and enabled trainees to 
relinquish, at least in part, the need for control. Indeed, one trainee’s experience “taught me 
that I don’t have to cover everything...no one else does anyway”(C.D., 68-69). Pica 
recommended that individuals about to embark on training be prepared in advance to expect 
ambiguity and to “be comfortable with the idea o f not having all the answers”(p363).
In all trainees, the experience of training led to a rejection of some roles in favour of others 
when they contemplated their future professions. Four trainees favoured the clinical role 
while one favoured the student/researcher role. Given pressures to combine these three roles 
by the “imposed” course structure (Cheshire, 2000), Erikson (1959) may have regarded the 
trainees’ decisions to only practise within one area as “identity diffusion”. Baumeister’s 
(1995) theory of role identity claimed identity conflict produced passivity and guilt. Indeed, 
some trainees felt they had “become more resigned” to the role of a TCP (A.B., 182) and felt 
“ ...guilt...for not doing the best for these clients because I’m selfishly focussing 
on...coursework” (E.F., 47-50). Baumeister believed compartmentalising or compromising 
roles (as the trainees had done) would minimise loss of self, thereby overcoming identity 
conflict.
The trainees’ preferences for the clinical role over the academic/research role is interesting 
given their anxieties as clinicians: “ ...people are looking at you for expert advice...how on 
earth would I know, having never had that experience?”(E.F., 129-136) Pica (1998) found 
medical students experienced greatest anxiety when required to make clinical decisions in “a 
setting of great uncertainty”(p362). While this was the case in the current study, it only 
deterred one trainee from embracing the clinical role post-qualification.
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5. Discussion and Evaluation
5.1 Critique:
Investigating narrative knowledge made separation of the researchers’ views from the 
trainees’ difficult (Sque & Payne, 1996), particularly because the researchers were Second- 
Year TCPs themselves and the trainees were their colleagues. However, the researchers’ 
training experiences enabled them to establish a rapport with the trainees and may have 
encouraged more honest responses within a safe environment. The researchers’ experiences 
also enabled theoretical sampling to occur more easily due to prior knowledge of trainees’ 
backgrounds.
The researchers’ personal experiences may have influenced the trainees’ views, particularly 
given the use o f semi-structured interviews due to restrictions on time. While Glaser & 
Strauss (1967) argued for the use of unstructured interviews to combat this possibility, 
Pidgeon (1996) acknowledged the “tension between not losing sight of interesting theoretical 
issues that might require more direct questioning and the dangers of becoming constrained by 
pre-formulated questioning” (p90). The researchers tried to achieve this balance by varying 
the prompts utilised across the five interviews according to the responses given by each 
trainee.
Time restrictions meant that the researchers were unable to offer the trainees the opportunity 
to read the finished report to ensure the validity of the analysis.
5.2 Recommendations for Future Research:
Some trainees appeared to base their preferences for particular roles on an underlying 
assumption o f the main role of a clinical psychologist (e.g. “treating people” - I.J., 54). Future 
studies might investigate the origins of such assumptions. Also, Lillich (1997, cited in Pica, 
1998) commented on the “workaholic” tendencies of clinical psychology trainees and advised 
that well-being could only be maintained through pursuing non-psychological interests and 
taking “time-out”. Indeed, I.J. adjusted better to work demands by ensuring, “my time course- 
wise decreased so I get more free time to m yself’ (I.J., 181-182). Future studies might 
investigate further effective coping strategies that trainees might utilise.
5.3 Theoretical Implications:
While this study could not be located within a specific theoretical framework, the researchers 
believed it extended pre-existing psychosocial theories o f identity by applying them to the 
formation of professional identity.
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6. Conclusions
This study aimed to examine the perspectives of TCPs with regards to their dual or multiple 
status experiences on clinical training courses. The researchers’ own experiences o f training 
and available psychological literature indicated that conflict was often encountered during the 
training process. This was confirmed by trainees’ responses. As a result of this investigation, 
a preliminary theory of role conflict was generated from which a model of TCPs’ experiences 
o f clinical training was developed.
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APPENDIX Ai
An exploration of second year trainee clinical psychologists’ experiences 
of their dual status as clinicians and postgraduate students, 
with a focus on potentially conflicting aspects.
INTERVIEW SCHEDULE
1. Could you describe what you see as the various aspects o f your role as a trainee clinical 
psychologist?
[ I f  the participant volunteers only two or three aspects, prompt fo r  further aspects]
2. Other researchers have attached importance to the clinician and student aspects o f the 
role. How do you manage to hold the two roles at the same time?
[ I f  the trainee has not volunteered these aspects in response to Question 1, ask: “I  know this 
might seem like a very general question but what is it like to be both a clinician and a 
student? " o r
I f  the trainee says that the two roles are different, or identifies more than 2 roles, then explore 
possible conflicts and use prompt -  "It sounds like your roles are quite different. How do you  
manage to hold the two/three/etc. roles at the same time? " or
I f  the trainee does not differentiate between the two roles, then use prompt — "Bearing in mind 
that you have to work as a clinician and a student, in your experience how do you fee l that 
these two roles are similar and/or different?]
3. Do you identify with one particular role more than the other?
[ I f  yes, prompt - Why do you think that is? How is that reflected in what you do or how you  
are on the course?
I f  no, p rom pt- Why do you think that is?]
4. Other researchers have suggested that a trainee’s identify with the different roles changes 
during training. Could you describe your experience of how your role as a trainee has 
developed since joining the course?
[Prompts - What i f  any changes have you noticed from  the first year to the second year?
I f  the trainee implies that there has been a change, then use prompt - How have you managed 
that change?]
5. Is there is anything that you consider important about the way you have managed the 
clinician and student role that hasn’t been covered in the interview?
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APPENDIX Ai:
An exploration of second year trainee clinical psychologists’ experiences 
of their dual status as clinicians and postgraduate students, 
with a focus on potentially conflicting aspects.
REVISED INTERVIEW SCHEDULE
1. Could you describe what you see as the various aspects of your role as a trainee clinical 
psychologist?
[ I f  the participant volunteers only two or three aspects, prompt fo r  further aspects]
2. Other researchers have attached importance to the clinician and student aspects of the 
role. How do you manage to hold the two roles at the same time?
[ I f  the trainee has not volunteered these aspects in response to Question 1, ask: "I know this 
might seem like a very general question but what is it like to be both a clinician and a 
student?" or
I f  the trainee says that the two roles are different, or identifies more than 2 roles, then explore 
possible conflicts and use prompt -  “It sounds like your roles are quite different. How do you 
manage to hold the two/three/etc. roles at the same time? " or
I f  the trainee does not differentiate between the two roles, then use prompt -  “Bearing in mind 
that you have to work as a clinician and a student, in your experience how do you fee l that 
these two roles are similar and/or different?]
3. Do you identify with one particular role more than the other?
[ I f  yes, prompt - Why do you think that is? How is that reflected in what you do or how you  
are on the course?
I f  no, p rom p t-W hy  do you think that is?]
4. Other researchers have suggested that a trainee’s identity with the different roles changes 
during training. Could you describe your experience o f how your role as a trainee has 
developed since joining the course?
[Prompts - What i f  any changes have you noticed from the firs t year to the second year?
I f  the trainee implies that there has been a change, then use prompt - How have you managed 
that change?]
5. Is there is anything that you consider important about the way you have managed the 
clinician and student role that hasn’t been covered in the interview?
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APPENDIX B
The course structure o f the Clinical Psychology Doctoral Course.
Course Structure Details
Number of placements: 6
Organisation of placements:
• 1 Adult Mental Health Placement Year 1
• 1 Learning Disabilities Placement Year 1
• 1 Child and Family Placement Year 2
• 1 Older Adults Placement Year 2 or 3
• 1 Specialist Placement Year 2 or 3
• 1 Specialist Placement Year 3
Duration of each placement: Approximately 6 months
Number of essays: 1 for each of the first 5 
placements
Number of case reports: 1 for each of the first 5 
placements
Number of research projects: 3
Organisation of research projects:
•  1 small-scale Service Related Research Project Year 1
•  1 Qualitative Research Project Year 2
• 1 Major Research Project Year 2 and 3
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APPENDIX C
Demographic Variables for the Five Participants
Age Gender Ethnicity Relevant Work 
Experience
Academic
Qualifications
Placements
Attended
on
Training
Type Duration
(years)
25-30 Male White
British
Research
Doctorate
4 PhD AMH, LD, 
CAP
25-30 Male White
British
Assistant
Psychologist,
Nursing
Assistant
2-3 None AMH, LD, 
CAP
25-30 Female White
British
Assistant
Psychologist,
undergraduate
placement
2-3 None AMH, LD, 
CAP
25-30 Female White
British
Clinical/ 
Research Post, 
Resource 
Officer
5+ None AMH, LD, 
CAP
31-35 Female White
British
Psychiatric
Nurse
5+ Masters 
Registered 
Nurse (Mental 
Health)
AMH, LD, 
CAP
Key:
AMH
LD
CAP
Adult Mental Health 
Learning Disabilities 
Child and Family
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Example o f Interview Transcript APPENDIX D
(Key: Rr=Researcher; I.J.=Trainee Number
1 Rr: Could you describe your role as a clinical psychologist?
2 I.J.: my role is to try and acquire certain skills to gain experience...so that I can become a
3 good qualified clinical psychologist _
4 Rr: ok so what do you see your role as a trainee clinical psychologist involving?
5 I.J.: I suppose my role involves the different parts of the course -  the academic, the research
6 and the clinical stuff. It involves those 3 parts
7 Rr: ok so it involves those 3 parts, 3 aspects to your roles?
8 I.J.: yeah that’s right
9 Rr: ok so some studies have identified the clinical and student aspects o f  the ro le -y o u 'v e
10 also mentioned clinician, the researcher and the academic. For you, what's it like to be an
11 academic, researcher and clinician?
12 I.J.: it feels quite good in some respects. I mean you get all the advantages o f being a
13 student -  you get the study days, you get the lectures, you get the teaching - all the things I
14 remember when I was being an assistant, I really craved. But you also get the satisfaction of
15 being the clinical part -  you get to see clients, treat clients. You just sort of see how it all
16 applies. People constantly whinge about being on the course but I bet when they’re off the
17 course they’ll think “oh.......” (Stops)
18 Rr: so you think that when you qualify you II probably wish that you were still a student and
19 still had the perks o f  being a student?
20 I.J.: yeah. I mean if it paid better it’d be great.. .and if it didn’t have the essays and reports
21 Rr: You've described 3 different aspects o f  your role but how do fin d  having to split your
22 time between them?
23 I.J.: ummmm...I don’t mind so much the academic and the clinical bit cos ah they seem to
24 apply quite well to each other. The research bit, I don’t know, I could probably sort of do
25 without. I mean particularly doing this qualitative stuff ...it almost feels like the whole
26 purpose of me being here which is to treat and help people just gets completely lost. You
27 know I find myself sitting in the lectures thinking, “What the hell has this got to do with
28 helping people?”
29 Rr: so you kind o f  see the clinical and academic aspects as involving helping people in some
30 way?
31 I.J.: I can much more clearly see the application of the lectures that I can see the application
32 of some of the research lectures that we have
33 Rr: so whereas the clinical role involves y o u ’re actively helping people, the academic role
34 involves actually teaching you how to help people, but you're kind o f  lost as to where the
35 research role fits  in, in terms o f  that?
36 I.J.: yeah...I mean...it depends...say for instance my major research project. I can see where
37 that’s going because it’s something I want to do and it’s something that I feel will help
38 people. But when we have kind of some of these things that are just kind of thrust upon us
39 like this, like this poxy qualitative project, then I don’t really, I don’t really see the point
40 Rr: ok so you 're saying that when you 're doing your own research then you can see how it's
41 going to go on to help people?
42 I.J.: yeah I mean you can gear it exactly to help people whereas with the qualitative thing
43 you just seem to get so bogged down in the method of the whole thing that you wind up
44 talking about method rather than the people. They just get lost
45 Rr: right. So you fee l that it's focussing on the theoretical aspects and the process o f  doing
46 it but not on helping people, which is what you said you wanted to do?
47 I.J.: yes. Focussing on the process of research rather than the process of helping people
48 Rr: right so why do fee l the research you 're doing can go on to help people? Are you saying
49 the qualitative research can't go on to help people? Or are you saying that it's the way that
50 subject is structured?
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51 I.J.: I think it can ...I’m sure that it can help people...but...I don’t know...it’s just that when
52 you spend a lecture talking about grounded theory or something like that and you go into all
.53 the nuances o f it and stuff and then you start to think “what the heck is this got to do with
54 treating people?” Say for instance, the clinical psychologist’s who supervising me at the
55 moment, she’s sort of gone through her viva and she’s been pulled up on her research and
56 she’s got to resubmit her research section and it’s felt quite deflating to her because she
57 knows she’s a good clinician and the whole reason she came into it was to help people and
58 then there’s this whole thing about her research isn’t quite right because she didn’t use the
59 Pearson’s or the Spearman’s or something like that and well while I think we should sort of
60 learn that, I don’t feel like it should be given an equal role, which it almost is given an equal
61 role. The clinical stuff should be given paramount.
62 Rr: so you ’re saying that the clinical role should be given paramount to the research role.
63 Would you say that that the clinical role should be given paramount to the academic role as
64 well? - -
65 I.J.: maybe I ’d almost see a triangle. You’d have the top two the academic and the clinical
66 on equal footing and at the bottom you’d have the research.
67 Rr: ok so it sounds like you ’re saying the roles are quite different in terms o f  the academic
68 and clinical roles being more important to you than the research role and that the academic
69 and clinical roles are similar to each other in that they both involve learning about helping
70 people.
71 I.J.: yeah
72 Rr: how do manage to hold all o f  those roles at the same time?
73 I.J. : don’t have a choice.
74 Rr: so do you attempt to try and hold the roles together or do you fee l you ju st have to?
75 I.J.: I suppose as far as the major research project goes you try and make sure that the
76 research part even though it’s not something you’re interested in is something that engages
77 you or is something that you’re interested in. But to an extent there isn’t an option. I mean
78 it’s almost like your question is saying you try and hold them together almost as if you have
79 an option o f not holding them together and there isn’t even that option you have to hold
80 them together. You don’t hold them together you don’t pass the course.
81 Rr: ok so how do you manage to hold the roles o f  clinician, academic and researcher
82 together and succeed?
83 I.J.: you’ve just got to be organised I suppose. You’ve just got to make sure your time is
84 organised, is split, you don’t let the one spill over into the other. I f  you know you’ve got a
85 piece o f research that’s got to be in, in a couple of weeks, you’ve got to make sure that’s not
86 going to get interrupted with academic stuff. You’ve just got to make sure you’re organised
87 really.
88 Rr: so is it about time management skills?
89 I.J.: yeah
90 Rr: do you fee l i t ’s necessary to split the 3 roles? Or do find  they can be amalgamated?
91 I.J.: well, they can be amalgamated, they can be consolidated, but that’s only really in your
92 own mind. The course does split them up into essays, the course splits them up
93 very...there’s very definite splits between the tw o...it’s not like you get a research/academic
94 essay so .. .you almost have to be as boundaried as the course are in organising your time
95 Rr: so it sounds like the course almost imposes a boundary, boundaries between your roles
96 fo ryo u ?
91 I.J.: yeah
98 Rr: do you fee l there’s any movement between the roles that ’s quite flu id  or .....?
99 I.J.: (interrupts) no not really
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100 Rr: so are you saying that one minute y o u ’re the clinician, the next minute y o u ’re the
101 researcher, the next minute y o u ’re the academic?
102 I.J.: yeah, yeah, because otherwise there starts to be room for confusion. As I say, in your
103 mind you can see how the three sort of interlink and interchange but when it comes to the
104 ; work you have to do on the course, I think you’ve got to be quite boundaried.
105 Rr: so i t ’s almost like y o u ’re saying that on a theoretical level there are links or...
106 I.J.: (interrupts) yeah, I suppose on a theoretical and a practical level there are sort o f links
107 but when it comes to actually doing the work actually doing a set piece of work I feel you do
108 have to separate them out because that’s what the course do. The Course separate them out.
109 I mean if you have an academic piece of work and then you give them an academic/research
110 piece of work that’s not what they’re asking for. They’re asking for an academic piece of
111 work. So you have to be as boundaried as the Course are.
112 Rr: so how do you fee l you can adjust to that? Do you fee l you can successfully jum p
113 between the roles to meet the course’s expectations?
114 I.J.: yeah I think so. As long as long as the deadlines are fairly well spaced out because I
115 - find it takes a little bit of time for me to get my head into that particular role. So as long as
116 I’ve got sort of say at least 4 weeks to concentrate on just the one piece of work. I think the
117 time I’m going to find it the most difficult is when I have to juggle the Major Research
118 Project now because that is just ongoing
119 Rr: so it sounds like you ’re saying there are 3 different roles to your training and in order
120 to adjust to those roles y o u ’re looking to the course to oppose boundaries but where the
121 boundaries aren ’t so clear like with the major research you can kind o f  see the potential o f
122 maybe working harder to try to separate the roles?
123 I.J.: yeah that’s right. Well I mean I wouldn’t say I’m looking to the Course to impose
124 boundaries. I just react to whatever boundary I’m given. So if  the Course said to hand in an
125 academic/research work or a clinical/academic work then I’d fit right into that boundary.
126 It’s very much almost giving the Course sort of what they want. So if  the Course want you
127 to do purely academic work then you get into the role of being purely academic because you
128 have to be to give them what they want. But yeah things are going to get harder now that we
129 have the major research project. But whereas before you had between deadlines say 2
130 months to get yourself organised to do an academic piece of work, you give in the academic
131 piece of work and next up comes a piece of research so you get yourself organised so you
132 get yourself ready for the research...The major research is ongoing so its almost like...rather
133 than splitting yourself say 2 months at a time you’ve now almost got to split yourself during
134 that time
135 Rr: so whereas before you could where the academic hat to do the academic work...
136 I.J.: (interrupts) yeah and do the research work with the research hat...
137 Rr: but now you fee l that... y o u ’ve got to wear the research hat whilst wearing the other
138 hats
139 I.J.: yeah, yeah, yeah, it’s not 2 months it’s like one day I’ll wear the Major Research Project
140 one and then the next day I ’ll wear the academic hat.. .there’s a bit more of a swap
141 Rr: so do you identify with one particular role more than another?
142 PK: I identify with the clinical role more than the others.
143 Rr: any reason why?
144 I.J.: Because that’s what I want to do. I don’t want to be an academic psychologist. I don’t
145 want to be a research psychologist. I’m here because I want to qualify as a clinical
146 psychologist. I’d have thought everyone you ask on the course would have said the same
147 thing.
148 Rr: why is that?
149 I.J.: it’s like what I said before it’s about helping people
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150 Rr: how is the fa c t that you identify with the clinical role more reflected in what you do or
151 how you are on the course?
152 I.J.: I enjoy the clinical stuff more than I enjoy anything else, but it niakes me a little bit
153 more resentful o f the research stuff
154 Rr: is that all the research stuff, the teaching and the coursework?
155 I.J.: not all the research stuff, just the stuff that’s not keying into what I’m interested in, like
156 the qualitative stuff. I’m interested in learning how to work qualitatively but not in doing a
157 qualitative Project
158 Rr: could you describe how your role as trainee has developed since joining the course?
159 T.J.: I would almost say that it hasn’t really developed. It’s stuck to exactly what it was
160 before. I wanted to be a clinician before. I want to be a clinician now. Maybe it’s now even
161 more so
162 Rr: do you think that your ability to adjust to the different roles has changed at all since the
163 firs t year? . , .
164 I. J.: yeah I find it a heck o f a lot easier because I take the whole thing a lot less seriously
165 Rr: so what prompted that to happen?
166 I.J.: partly because of XXXXXXXXX which made me take the whole course less seriously
167 and also partly because 1 know the standard that is required and I don’t have to work that
168 hard to achieve it
169 Rr: what impact has that had on identifying with your role as a clinician ?
170 I.J.: don’t...know ...
171 Rr: Has there been a change in how y o u ’ve adjusted to that identity?
172 I.J.: I suppose before I was grappling with trying to juggle all 3 but now I wouldn’t
173 necessarily say I’ve given the clinical stuff more prominence whereas I’ve put the other ones
174 down. It’s almost like the clinical one’s still where it was but I’ve just shoved the other ones
175 to the back o f my mind. So I probably give the clinical stuff more time than I was probably
176 able to before because I’ve given less priority to the other two.
177 Rr: so are you saying you spend more time o f  the clinical?
178 I.J.: no not really. If anything. I ’ve given myself more free time than I had before. Whereas
179 before the Course really sort took over my life now...I was probably incorrect saying I
180 spend more time on the clinical stuff. I don’t think I do actually. I probably spend just as
181 much time on the clinical stuff as I used to but I don’t spend as much time on the research
182 and academic stuff so nothing course-wise has increased. If  anything my time course-wise
183 has decreased so I get more free time to myself.
184 Rr: so you ’re spending less time in the preparation o f  the academic work and the research
185 work because now you fee l that you perhaps don’t need to because you already know what
186 the standard is that is expected o f  you. And you know you can achieve that standard without
187 putting in the extra hours or the extra stress.
188 I.J.: yeah, that’s exactly it!
189 Rr: so have you got anything else to add?
190 I.J. : not really.
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APPENDIX Ei 
Extract from Participant 5’s (I.J.) Transcript with Categories
(Nantes have been anonymised fo r  confidentiality)
(Key: IJ.=Trainee Number 5)
Lines 23-28:
I.J.: ummmm...I don’t mind so much the academic and the clinical bit cos ah they seem to 
apply quite well to each other. The research bit, I don’t know, I could probably sort of do 
without. I mean particularly doing this qualitative stuff ...it almost feels like the whole 
purpose of me being here which is to treat and help people just gets completely lost. You 
know I find myself sitting in the lectures thinking, “What the hell has this got to do with 
helping people?”
Lines 123-133:
I.J.: yeah that’s right. Well I mean I wouldn’t say I’m looking to the course to impose 
boundaries. I just react to whatever boundary I’m given. So if the course said to hand in an 
academic/research work or a clinical/academic work then I’d fit right into that boundary. It’s 
very much almost giving the course sort o f what they want. So if  the course want you to do 
purely academic work then you get into the role of being purely academic because you have to 
be to give them what they want. But yeah things are going to get harder now that we have the 
major research project. But whereas before you had between deadlines say 2 months to get 
yourself organised to do an academic piece of work, you give in the academic piece of work 
and next up comes a piece of research so you get yourself organised so you get yourself ready 
for the research...The major research is ongoing so its almost like...rather than splitting 
yourself say 2 months at a time you’ve now almost got to split yourself during that time
Categories identified within Lines 23-28 and 123-133:
Experience o f  the role
(category later became known as “Definitions and Experiences o f the Role of the Trainee 
Clinical Psychologist”) Lines 23-28
•  Research
(category later became combined with as “Definitions and Experiences o f the Role o f the 
Trainee Clinical Psychologist”) Lines 24-28
• Experience o f  the student role
(category later became combined with as “Definitions and Experiences o f the Role o f the 
Trainee Clinical Psychologist”) Lines 26-28
•  Role amalgamation
(category later became combined with as “Coping Strategies”) Lines 23-24
•  Managing roles by imposed structure o f  time Lines 123-133
(category later became known as “Imposed Structure”)
•  Wearing different hats
(category later became combined with as “Coping Strategies”) Lines 123-133
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APPENDIX Eii
Extract from a Category Card
(Participants ’ names have been anonymised fo r  confidentiality.)
Category 15: Conflict Resulting from Perception of Competence -  this category includes 
participants’ perceptions about how competence they believe themselves to be and also about 
how competent they believe others (e.g. supervisors) perceive them to be.
A.B.:
A.B.:
A.B.:
C.D.:
C.D.:
C.D.:
C.D.:
E.F:
E.F:
Links:
Previous
Label:
Lines 35-40: “I think it can be quite odd...being a practitioner half the week when you’re a 
student the other half because...you’re continually having to switch from being the person who 
doesn’t know anything and having to he given a lot of information, and then spending the other 
half of the week as if you know what you are talking about and as though you’re fit to deliver 
some kind of care to people.”
Lines 42-45: “...there is conflict between the two angles, as to whether you’re competent 
or.. .not. Also the way that people respect you, in terms of the way you are treated as a student, 
as opposed to the way you are treated as a colleague”
In response to the question: “So it sounds as though there is conflict for you between how you 
are treated and how you are perceived?" Lines 48-49: “Yes how you are perceived and just in 
terms of trusting my own competence really.”
Lines 6-18: “As a trainee, I think it’s more acceptable for people to feel like they’re telling me 
things. I’ll give you an example. I’m in a family therapy team...the psychologist started telling 
us how to be a reflecting team...They seemed to be assuming that I didn’t understand how a 
reflecting team worked, but this was not based on any interaction, but based on their 
preconceptions about trainees.”
Lines 31-37: “I think in terms of putting across a professional persona at work, that’s quite 
difiBcult sometimes. I don’t want to claim knowledge that I don’t have and yet I don’t want to 
claim no knowledge as I think clients wouldn’t like that. I think clients want to see someone 
whao has some idea of what they’re doing and can be useful. You can go into suervision and 
say T don’t know anything about this’ but you can’t go to your client and say T don’t know 
what to do, but can you come back next week?’
Lines 50-52: “There’s pressure to he competent but at the same time pressure to be very honest 
about the things you Ye not so good at.”
Lines 140-149: “I think we are treated by the course team quite adolescently. It feels like T 
think of myself as a clinician, why aren’t they?’...I think they are sometimes ambiguous about 
what position they want us to be in. . .1 feel on one hand I am being told to manage my time but 
on the other hand they are putting blocks in the way of you actually doing it, which I don’t 
think would happen iff wasn’t a student, if I wasn’t in that role”
Lines 104-108: “I don’t feel so good at the clinical work, I don’t feel so confident at it. I 
haven’t seen...positive outcomes...If I see people for a short time, there’s a huge long waiting 
list and it doesn’t make much difference, then it’s ‘what am I doing this for?”’
Lines 150-159: “ ...In the child placement I feel more undermined in myself. I might say ‘I’m 
not quite sure about that’ but I’ll go and talk to my supervisor and we’ll come back...next 
week. In adult mental health I felt OK...we didn’t have to have all the answers. But for the 
Child, I found that more difficult with some of the parents...my feeling is ‘why the hell are they 
coming along to this person? He’s telling us...we’re not parenting and yet he’s a trainee’ so I 
felt more undermined. In terms of roles, that is more difficult.”
A.B., Lines 35-40 link to Category Card 5 Experience o f Student Role and Category Card 11 
Wearing Different Hats
C.D., Lines 140-149 link to Category Card 18 Conflict Resulting from Ambiguity of Role 
Competence
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APPENDIX Eiii
Example Memo:
Notes Made by Researchers About a Specific Category
Memo: on Conflict Resulting from  Ambiguity
Literature and personal experience suggests that ambiguities in training and having to 
combine full-time study with being employed as a clinician within the NHS can lead to 
anxiety
Pica (1998) - training experiences are often ambiguous given the complexities of clients’ 
presenting problems (rarely fit into the diagnostic categories) and ethical questions - 
“ambiguity is an unspoken but implicit feature in the training of student clinicians”(p363). 
Cheshire (2000) - The focus o f training courses on research, academic and clinical elements 
and the expectation to meet these demands may also add to this ambiguity.
Transcripts: trainees needed to modify their presentation styles from being students who 
“are not necessarily supposed to (be knowledgeable)” to being clinicians who “are 
supposed to know things” (C.D., Lines 29-30). Ambiguity might continue post- 
qualification, “being about what psychology is” (C.D., Lines 77-81).
Link with Future Expectations csA.Q%ory - It was anticipated that future roles would 
incorporate some of the ambiguity experienced during training due to the inherent 
ambiguity of the role of a psychologist and the process o f continual professional 
development. This links with Pica’s (1998) view that a certain amount of conflict and 
ambiguity is necessary in clinical training and development, because it fosters creativity 
and the development of crucial thinking skills and clinical decision-making. It enables 
trainees to relinquish at least in part the need for control. Pica recommended that 
individuals about to embark on training be prepared in advance to expect ambiguity and to 
“be comfortable with the idea o f not having all the answers”(p363).
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APPENDIX F
Categories Identified during the Analysis of Transcripts
1. Previous experience
2. Defining roles
3. Experience of the roles
4. Experience of the research role
5. Experience of the student role
6. Experience o f  the professional/ clinical role
7. Identifying with a specific role
8. Role development
9. Role adjustment
- ' . .. •- 
70. Imposed structure
11. Wearing dijferent hats
12. Peer support
13. Role amalgamation
14. Resigned to the role
15. Conflict resulting from perceptions of competence
16. Conflict resulting from environmental expectations
17. Conflict resulting from the student role
18. Conflict resulting from ambiguity of role
19. Future expectations
All Categories in //a//c5' are Members’ Categories. All other Categories are Researcher 
Categories generated by the researchers, on the basis of their interpretation o f the participants’ 
responses. These categories were then combined into Integrated Categories:
1. Previous experience
2. Definitions and experience of the role of the Trainee Clinical Psychologist
3. Managing the roles
4. Imposed structure
5. Coping strategies
6. Conflict
7. Future expectations
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A M odel o f Trainee Clinical Psychologists’ 
Experiences o f Clinical Psychology:
A Map o f the Process o f Analysis
1, Previous experience
APPENDIX G
Kgy:
Strong causal link 
grounded by 
■ participants’ 
comments
D efinitions and experience o f  the role o f  the Trainee Clinical
Psychologist
Integrated categories:
2. Defining roles
3. Experience of the roles
4. Experience of the research role
5. Experience o f the student role
6. Experience o f the professional/ clinical role
M anaging the roles
Integrated categories:
7. Identifying with a specific role
8. Role development
9. Role adjustment
10. Im posed strueture
Conflict
Integrated categories:
15. Conflict resulting from perceptions of competence
16. Conflict resulting from environmental expectations
17. Conflict resulting from the student role
18. Conflict resulting from ambiguity of role
19. Future expectations
C oping strategies
Integrated categories:
11. Wearing different hats
12. Peer support
13. Role amalgamation
14. Resigned to the role
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APPENDIX H  
Definitions of Integrated Categories 
(Key: A.B.=Participant 1; C.D.=Participant 2; E.F.=Participant 3; G.H.=Participant 4;
I. J.=Participant 5)
Previous Experience
This category was concerned with trainees’ clinical, academic and research experiences before 
they commenced clinical psychology training. It encompasses comments about how trainees 
tended to feel more confident and comfortable with training experiences that they had 
encountered prior to clinical training (e.g. working with adult clients with mental health 
difficulties). They were therefore more likely to identify with these particular roles (e.g. 
experience as a research assistant prior to training tended to result in trainees identifying with 
the research role). Trainees also commented on how the course emphasised the importance of 
presenting“ what you don’t know” (i.e. learning needs) unlike pre-training experiences where 
“what you know” seemed more significant (C.D., 57-63)\ Comments were also made about 
how the compulsory nature of teaching sessions on training differed to previous experiences 
of academia, where attendance tended to be voluntary. Some trainees relied on their previous 
experience o f research supervision to inform them of the purpose of clinical supervision.
Extracts from  transcripts:
“ ...I had a resource officer’s post... so I had a lot o f responsibility and... to go from that where 
I had to present the things that I knew, above the things that I didn’t know and to switch into a 
role where it’s actually really important to highlight the things you don’t know. Perhaps that’s 
why the first placement was difficult” (C.D., Lines 57-63).
“ ...if  I was forced to make the choice...I’d probably opt for research. But then maybe that’s 
because I haven’t done so much clinical work” (E.F., Lines 100-102).
“In Adult Mental Health, I felt more comfortable, but with Child especially, some parents are 
having trouble disciplining their children and they say to you ‘what would you do in these 
circumstances?’ You’re sitting and thinking ‘how on earth would I know, having never had 
that experience?”’ (E.F., Lines 132-136).
“I suppose for me the clinical role is like working, so that’s actually much easier...and it isn’t 
so different to what I was doing before I started the course...I find the student bit i.e. the 
coming into university is quite a struggle...” (G.H., Lines 39-41).
’ The reference (C.D., 57-63) refers to a quote from Trainee Number 2’s transcript, located within line numbers 57- 
63. Henceforth, all references to quotes from participants will follow this format.
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Definitions and Experiences of the Role of the Trainee Clinical Psvchologist 
This category is concerned with how trainees defined the different roles of a trainee clinical 
psychologist. Roles consisted of student and professional / clinician. The clinician role 
involved being seen to work as a professional, being paid and having a responsibility to see 
and treat clients. In this role, trainees felt that they were perceived by others as more 
knowledgeable than in the student role. The student role was broken down by participants 
into an academic and a research role. This role was perceived as entailing less responsibility 
and was more about fitting back into the undergraduate student role of not knowing and being 
there to learn. The academic aspect involved being taught to and being set academic 
deadlines. Research consisted of the doctoral thesis and smaller research projects undertaken 
by the trainees. It also referred to the trainees’ personal experiences o f the identified roles, 
including their attitude towards the different roles and the importance that they attached to 
each o f them.
Extracts from  transcripts:
“ ...The role o f research certainly comes under the role of student because it certainly doesn’t 
come under my role as practitioner” (A.B., Lines 19-20).
“ ...I would say I spend half my time as a practitioner in an NHS setting delivering psychology 
and the other half of the week being a student learning about psychology...the research I see 
as part of the student learning side of it.. .’’(A.B., Lines 25-27).
“For me being a student would be quite a narrow world...and now I’m in a bigger world. 
Being a clinician enables me to feel I’m in that world rather than the small one” (C.D., Lines 
120- 122).
“ ...One role I suppose is an employee, being paid by the N H S...as a professional to do a 
certain amount of work...I suppose I see it split in two. One is sort of research and 
academic... and one is more clinical sort o f focus... ”(E:F., Lines 3-11).
“My role...is to be a student...that involves all the academic assignments and coming into 
college...Another aspect of my role is as a clinician...but there is the research too...that has to 
be connected to clinical practice...’’(G.H., Lines 2-14).
“My role is to try and acquire certain skills to gain experience...I suppose my role involves 
the different parts of the course -  the academic, the research and the clinical...” (I.J., Lines 2- 
6).
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Managing The Roles
This category was concerned with the management and adjustment to the different aspects of 
being a trainee clinical psychologist and role identity. A number of key areas were described 
by participants as central to this category, including the process of developing and adjusting to 
the training roles. The process o f role development encompasses the presence or absence of 
change in relation to participant’ management of the different aspects of the roles. A major 
aspect o f this category was specific areas of development including clearer expectations of 
course requirements, more established preferences for models of working and personal 
responsibility for development. The second key aspect was mechanisms of adjustment to the 
roles. Participants reported a number of approaches to this including the use of organisational 
skills such as prioritising and time management and the concept of being “good enough” 
(C.D., 89) that is a shift in their expectations of themselves in relation to managing the 
demands of clinical and academic work.
Extracts from  transcripts:
“Maybe I’ve learned how to handle it a bit more as time as gone on...because I ’ve had 
evaluations and they have been really good...But also feeling I do know a bit m ore...”(C.D., 
Lines 53-56).
“ ...I identify more with the role of clinician. It doesn’t feel like I’m a student, but that I am 
training...the role of a Psychologist in Clinical Training...made sense to m e...that’s a 
professional persona...the training part is secondary” (C.D., Lines 98-102).
“I feel there has been a big change since I came on the course...I’ve reached a stage of 
feeling that I don’t need to accept things just because the course say it,..I question a lot...I 
feel like I can challenge...that I have some professional knowledge, something to 
offer...’’(C.D., Lines 103-109).
“I suppose maybe slightly more the research role. Perhaps because I ’ve had more research 
experience than clinical experience” (E.F., Lines 89-90).
“I would almost say (my role) hasn’t really developed. It’s stuck to exactly what it was 
before. I wanted to be a clinician before. I want to be a clinician now” (I.J., Lines 58-59).
“You’ve got to make sure your time is organised...if you’ve got a piece of research that’s got 
to be in a couple of weeks...make sure that’s not going to get interrupted with academic 
stuff.” (I.J., Lines 83-86).
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Imposed Structure
This category is concerned with the structure imposed on the trainee clinical psychologist in 
terms o f their division o f time and the course requirements. The imposed structure o f time 
entails the trainee attending the University for lectures on Mondays and Tuesdays (academic 
days), and attending their clinical placement for the remainder of the week (placement days). 
Within the placement days half a day each week is allocated study time. This division of time 
was seen by some trainees as an imposed separation of the student and clinician roles of the 
trainee, and was often described as an imposed way of managing these different roles. 
Consequently, on academic days trainees tended to regard themselves as students, and on 
placement days they tended to regard themselves as clinicians. The structure of course 
requirements refers to the structure of academic days and course assignments. The course 
requires that all trainees attend all lectures. The lecture timetable and contents are devised by 
the course. Some trainees reported that this imposed structure meant that some lectures were 
less relevant to them due to their previous knowledge or experience, or that they were not 
relevant to their clinical work on placement, and hence this was described as a further 
separation of the student and clinician roles. In terms o f assignments, these were described as 
structured in terms of their focus. Hence trainees were obliged to follow this iniposed 
structure.
Extracts from  transcripts:
“I spend half the time as a practitioner in an NHS setting delivering psychology and the other 
half of the week being a student learning psychology.” (A.B., Lines 25-26).
“The student and clinician roles are separated by the structure and the irrelevance of, and the 
order of the things that you’re taught, that just doesn’t fit with what you’re doing in clinical 
practice” (G.H., Lines 68-70).
“ . ..if  the course want you to do a purely academic piece of work then you get into the role of 
being purely academic, because you have to be to give them what they want” (I.J., Lines 126- 
128).
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Coping Strategies -
This category is concerned with strategies that trainees adopted to cope with having several 
roles and the demands that the different roles place on the trainee. Some strategies involved 
linking aspects of the various roles to make them more cohesive, whereas other strategies 
involved keeping the roles quite separate, but being able to switching switch between the 
different roles. Other coping strategies included accepting that there are different roles and 
that accepting this fact made it easier to cope with the different roles. Social support from 
other trainees was also an important coping strategy for trainees, allowing comparison with 
stresses that other trainee’s experienced and being able to realise that personal anxieties and 
stresses were shared by other trainees and that talking to others provided a useful source of 
coping with difficulties that the different roles involve.
Extracts from  transcripts:
“ ...I ’ve become more resigned to the course being the way it is...I don’t think I’ve changed or 
learned to like the course more, or learnt to appreciate myself more as a practitioner.” (A.B., 
Lines 182-185).
“I cope by talking to people. It’s good to know you’re not alone.” (C.D., Line 162).
“I suppose what joins them all together for me is that it’s always about learning...(the roles) 
seem strongly interrelated...’’(E.F., Lines 19-21).
“ ...Coming into...university, is something that I’ve not done for a long time, and therefore 
feels very much like a different hat. It’s almost like having two days off a week” (G.H., Lines 
34-38).
“ ...I f  there was more of a practical focus on the teaching and the lectures...then I think there 
would be more continuity between the different parts...’’(G.H., Lines 55-57).
“ ...Forming kind of support networks within the peer group...that’s helped...there’s very 
much a shared anxiety or a shared opportunity to whinge...so you don’t feel isolated” (G.H., 
Lines 119-122).
“I just react to whatever boundary I’m given. So if the course said to hand in an 
academic/research work...I’d fit right into that boundary. It’s very much almost giving the 
course sort of what they w ant...It’s like one day I’ll wear the major research hat and the next 
day I’ll wear the academic hat.” (I.J., Lines 124-139).
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Conflict
This category refers to the conflict trainees experienced as a consequence o f their different 
foies. Conflict appeared to result from four main sources. Firstly, there was a lack of identity 
with the student role. Trainees felt frustrated and disempowered by the constraints of this role 
compared to their clinical role. They reported feeling “patronised” (A.B., 119) and as though 
at times they “were not being t a u ^ t  anything” (G.H., 42-43) and so the student role was 
considered “a waste of time” (G.H., 42). The second source of conflict was the trainee’s 
perception o f a discrepancy between the level of competence expected of them in the student 
versus the clinician roles. They felt that in their role as a clinician they were expected to have 
a higher level of competence than they actually had, whilst as students they were treated as 
though they were incompetent.
The third source of conflict appeared to be competing pressures from the different 
environmental settings in which trainees perform the student and clinician role. Swapping 
between the different atmospheres in the different environmental settings created conflict 
between the trainees’ identities with each role. Such conflict was expressed in feelings of 
guilt about unequal dictation of time between the roles, feelings of rebellion towards the 
student role or feeling as though they were being deceitful in their portrayal o f themselves as 
clinicians. Finally, trainees felt that conflict arose from the ambiguous nature of the TCP’s 
role. Trainees felt they needed to modify their presentation styles -  “it’s quite ambiguous, 
because as a clinician you are supposed to know things and as a student you are not 
necessarily supposed to” (C.D., 29-30). Some trainees, however, acknowledged that this 
sense of ambiguity might continue post-qualification, thereby attributing ambiguity “to being 
about what psychology is” (C.D., 77-81).
Extracts from  transcripts:
“ ...It does really depend on the two different places you work at...the atmosphere and the 
attitude o f other people.” (A.B., Lines 94-97).
“The student side... nothing you have to say is of any value” (A.B., Line 167).
“It can be ambiguous, because as a clinician you’re supposed to know things and as a student 
you are not necessarily supposed to” (C.D., Lines: 29-30).
“There’s pressure to be competent but at the same time pressure to be very honest about the 
things you’re not so good at” (C.D., Lines 50-52).
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Future Expectations
The category of future expectations was concerned with trainee’s ideas and aspirations about 
the types of positions and jobs they will be doing when they qualify. A number of important 
aspects emerged including a desire to focus on clinical aspects of the role, wanting a mixture 
of different roles combining clinical and research aspects. Future aspirations emerged as an 
important motivating factor for completing training. A further aspect of this category was the 
theme of ambiguity as an aspect o f psychology. It was anticipated that future roles would 
incorporate some of the ambiguity experienced during training due to the inherent ambiguity 
of the role of a psychologist and the process o f continual professional development.
Extracts from  transcripts:
“ ...I suppose the job I ’d like is on a training course like this eventually, part clinical, part 
teaching. I see myself as a research tutor... not as a clinical tutor...” (E.F., Lines 91-93)
“ ...Enjoying the clinical role is the thing that has really kept me going on the course...a sense 
of this is want I want to do and this is what I will be doing when I qualify” (G.H,, Lines 130- 
134)
“I don’t want to be an academic psychologist. I don’t want to be a research psychologist. I’m 
here because I want to qualify as a clinical psychologist” (I.J., Lines 143-146)
URN: 3032639
Major Research Project
MAJOR RESEARCH PROJECT
Parents of Children Diagnosed with Attention Deficit and 
Hyperactivity Disorder: Do Parental Attributions about the 
Behaviours of Affected Children Mediate the Relationship Between 
Parental ADHD Symptoms and Parental Practices?
July 2003
Year 3
172 URN: 3032639
Major Research Project
Abstract
Title: Parents^ of children diagnosed with Attention Deficit and Hyperactivity Disorder^: do 
parental attributions about the behaviours of affected children mediate the relationship 
between parental ADHD symptomatology and parental practices?
Objective: To examine the attributions parents hold about the behaviours of their ADHD- 
affected children, and to understand the relationship between these attributions, parental 
ADHD symptomatology and parental practices or management of children’s behaviours.
Design: Experimental Group Design.
Setting: Two Child and Adolescent Services based within the same National Health Service 
(NHS) Trust in the United Kingdom.
Participants: 242 parents of children diagnosed with ADHD, who were accessing two Child 
and Adolescent Services, were contacted.
Procedure: Questionnaires, information sheets and consent forms were mailed to 242 parents 
requesting their participation. Two mailings were conducted to increase the response rate.
Results: 18.4% of parents responded. ADHD symptomatology in parents was found to 
correlate with anxiety and depression in parents; levels of anxiety correlated with parents’ 
internal attributions of behavioural difficulties (as assessed through the use of case vignettes) 
in ADHD affected children. A mediational analysis could not be conducted due to the 
reduced response rate.
Conclusions: Parental ADHD symptomatology, attributions and practices were not associated 
to a statistically significant level. However, associations between parental anxiety, ADHD 
symptomatology and internal attributions were found and discussed. The clinical significance 
of studying parent-child interactions affected by ADHD was considered, a critique was 
offered and recommendations for future research provided.
* Henceforth, the term “parent” will be used to indicate biological, foster and adopted parents, and other adults 
who are responsible for the care of children diagnosed with Attention Deficit and Hyperactivity Disorder.
 ^Henceforth, “Attention Deficit and Hyperactivity Disorder” will be referred to as ADHD throughout this report.
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Parents o f Children Diagnosed with ADHD: Do Parental Attributions about the 
Behaviours o f Affected Children Mediate the Relationship Between ADHD Symptoms in 
Parents and the Way They M bn^e Their Children’s Behaviours?
All references to names o f  individuals, organisations and NHS Trusts in the following report 
have been removed or abbreviated fo r  the purpose o f  ensuring confidentiality.
1. Introduction
1.1 ADHD in Children and Adults
ADHD is recognised as a common disorder of childhood (Young, 2000). Prevalence rates vary 
between 1 -20%, although if stringent diagnostic criteria are utilised reflecting the pervasiveness 
of symptoms, this estimate becomes 2-9%: pre-adolescents, particularly younger children and 
boys, typically show greater numbers of symptoms (Hinshaw, 1994). Barkley (1998) reported 
that affected individuals are commonly described as having chronic difficulties with inattention 
and/or impulsivity-hyperactivity: they tended to display symptoms early, to a degree that was 
inappropriate for their age or developmental level, and across various situations that tax their 
capacity to pay attention, restrain their movement, inhibit their impulses and self-regulate 
behaviour relative to rules, time and the future.
Appendix A presents the DSM-IV (American Psychiatric Association (APA), 1994) criteria 
for ADHD. As can be seen, two parallel symptom lists emphasise, respectively, symptoms of 
inattention, poor concentration and disorganisation, versus features relating to hyperactivity and 
behavioural impulsivity. The diagnosis of ADHD can therefore reflect a predominantly 
inattentive type, a hyperactive-impulsive type or a combined type. Symptoms must have 
persisted for beyond six months, with onset before the age of seven. Additionally, there must 
be clear evidence of impairment in key domains, which include school, home and amongst 
peers, such that the symptomatology is pervasive across these areas.
ADHD is often accompanied by secondary symptoms that include aggression, 
underachievement, peer rejection and family disharmony (Hinshaw, 1994). The severity of 
these features in children with ADHD is such that they are frequently predictive o f social 
maladjustment in adolescence and, as is becoming increasingly recognised, in adulthood 
(Barkley, 1998). Hinshaw reported that factors of inattention/disorganisation and particularly 
of impulsivity/hyperactivity were correlated with aggressive and antisocial behaviour: this was
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to the extent that ADHD has been found to be comorbid with conduct disorder and 
oppositional-defiant disorder (a milder form of conduct disorder with negative, defiant, irritable 
behavioural features) in 30-50% of cases. Hinshaw also found that these antisocial behaviours 
showed considerable stability throughout childhood and that aggression in adulthood was 
predictable from levels of aggression in middle childhood.
Hinshaw (1994) reported that co-occurring achievement problems were common in childhood 
ADHD and often continued into adult employment. In relation to this, Erhardt & Hinshaw 
(1993, cited in Hinshaw, 1994) reported that consistent negative appraisals from peers during 
childhood were a strong predictor of long-term outcomes such as underachievement, school 
dropout, delinquency and global indices of psychopathology. The authors also found that, 
among all categories of child behaviour disorders, ADHD youngsters were among the most 
negatively appraised by peers. Indeed, Hinshaw claimed peer rejection was a crucial associated 
feature of ADHD.
Hinshaw (1994) reported that, until the early 1980s, it was strongly believed that hyperactivity 
was a benign disorder that typically disappeared with the onset of puberty. However, he found 
that longitudinal investigations had found evidence that ADHD could persist into adolescence if 
not adulthood. In particular, attentional difficulties, peer relationship problems, 
underachievement and psychological sequelae were found to often persist into adolescence and, 
to a lesser extent, into adulthood. Motoric hyperactivity was often found to dissipate in many 
children as they progressed into adolescence.
Few studies have followed ADHD-affected children into adulthood. It is estimated that 
approximately 0,5% -l%  of adults in the USA have symptoms of ADHD (Toone & van der 
Linden, 1997). Young (2000) reported that, until recently, the prevailing view had been that 
ADHD held a good prognosis, with childhood symptoms often resulting in remission. 
However, studies by Taylor, Chadwick, Heptinstall & Danckaerts (1996) and others that found 
many individuals continue to be impaired by the core symptoms of inattention, impulsiveness, 
restlessness and significant associated psychosocial difficulties into adulthood. Indeed, Weiss, 
Hechtman, Milroy & Perlman (1985) found that two-thirds of hyperactive children who were 
followed-up in adulthood retained at least one disabling ADHD symptom.
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Barkley (1998) found that for 50-65% of children with ADHD, difficulties continue into 
adulthood, with most individuals retaining some symptoms of the disorder as opposed to an 
actual diagnosis of ADHD per se. Barkley has however argued that this might be because 
DSM-IV criteria are simply less applicable to adults, as opposed to because adults are 
outgrowing the disorder. He also reported that, 18-28% of these adults experience a co­
occurrence of antisocial behaviours and substance abuse with their ADHD symptoms. Weiss 
& Hechtman (1993) claimed that approximately 79% of ADHD-affected children as adults 
were free of psychiatric diagnoses, but complained nevertheless of difficulties with neurotic 
symptoms such as anxiety, depression and somatic complaints. Similarly, Young (2000) 
claimed that ADHD was associated with higher rates of depression and anxiety. In particular, 
she found adults who suffered with childhood ADHD had above-chance comorbidity with 
anxiety disorders. Furthermore, Young claimed that the developmental process o f hyperactivity 
carried risk for continuing symptomatology that related to attention deficits and impulsive 
behaviour as well as for antisocial behaviour, educational and occupational failure and 
disturbed interpersonal relationships.
As mentioned, Barkley (1998) found that adults with childhood history o f ADHD were more 
likely to engage in antisocial activities. Additionally, he reported that underachievement during 
childhood worsens dramatically during adulthood, such that the percentage of adults with such 
experiences has been found to be greater than for adolescents. Weiss & Hechtman (1993) 
found that, while many such adults will be self-supporting or employed, their general level of 
educational attainment and socio-economic status was less than that o f controls or even their 
siblings. Furthermore, the authors discovered that affected adults experienced greater 
difficulties with social skills and interactions, particularly in the areas of interacting with the 
opposite sex and assertion. Self-esteem problems that were noticed during childhood were also 
found to have worsened by adulthood. Weiss & Hechtman concluded that the combination of 
child cognitive ability, emotional stability within the family environment and child-rearing 
practices provided successful prediction of adult outcome.
1.2 ADHD in Parents
Thus, while ADHD is widely regarded as a disorder with neuro-biological underpinnings and 
amenability to pharmacological intervention (Johnston & Freeman, 1997), the social context in 
which the disorder presents itself must be acknowledged. Difficulties in parent-child 
interactions, in particular, remain an important feature o f ADHD. Family dysfunction is not an
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uncommon feature in the backgrounds of ADHD-affected children. Hinshaw (1994) claimed 
parents o f ADHD-affected children, who displayed aggressive tendencies, frequently displayed 
antisocial behaviours themselves, which included substance abuse and antisocial personality in 
males and somatisation in females. He also found that parents o f non-aggressive ADHD- 
affected children frequently reported high rates o f attention and learning problems.
Murphy & Barkley (1996) claimed that adults with ADHD had more marital breakdowns, a 
poorer work record and interpersonal problems than adults without ADHD. They reported 
that a quarter o f children diagnosed with ADHD also had a parent with ADHD. Weiss, 
Hechtman & Weiss (2000) claimed ADHD was a highly familial disorder, with over half of all 
ADHD-affected parents having a child with ADHD. The authors stated that families with more 
than two members affected by the disorder therefore faced unique challenges. In their paper, 
which focused on ADHD in parents, Weiss et al. drew on clinical experiences in their 
descriptions of parents’ presentations and experiences. They reported that parents with ADHD 
frequently had difficulty with keeping appointments, were restless during visits, were unable to 
remember instructions or often monopolised the clinician’s attention. Indeed, as also noted by 
the current author, Weiss et al. stated, “it is not uncommon for a parent completing an ADHD 
rating scale for a child to comment to the clinician that he or she had had or even has similar 
difficulties. A parent may also comment on the ADHD symptoms of the spouse” (pi 059).
Subsequently, Weiss et al. (2000) held that enquiry into the parents’ histories, as well as that of 
the child’s, not only contributed towards the clinical understanding o f the child, but it also 
facilitated treatment o f the child. The authors emphasised that this was particularly significant 
in areas where no services were available for the treatment of adults with ADHD, as this raised 
concerns about the assessment and treatment o f children and adolescents presenting with 
symptoms of the disorder; “how well can a parent who is hyperactive, impulsive and inattentive 
assist a child with the same difficulties, when the parent has received no assistance?” (p i059).
Weiss et al. (2000) claimed ADHD symptoms in parents could be associated with parenting 
deficits and parenting strengths: they found some parents were uniquely tolerant o f their 
children’s behaviours, whilst others were sensitive and reactive to them. For example, that 
authors reported that one mother found her own distractibility to be aggravated by the 
hyperactive behaviour of her own child. Wiess et al. also described how some parents with 
ADHD felt unable to maintain their attention during the supervision o f their own children, with
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one parent finding that she would lose track o f where her child was in a shopping centre, while 
her child would similarly lose track of his mother: other parents apparently reported being 
constantly late picking up their children from day-care.
Cummings & Davis (1994) claimed links existed between psychological difficulties in parents 
and behavioural disturbances in their children. For example, higher rates o f emotional and 
externalising behaviours were reported in children of mothers with depression. Hinshaw (1994) 
supported this finding; he found that high levels of stress, a lowered sense o f parenting 
competence and discordant parent-child interactions were salient familial features 
accompanying ADHD. He emphasised that, while these features were rarely primary causes of 
ADHD behaviour, they may well predict the maintenance of symptomatology and possibly the 
eventual course o f the disorder.
Similarly, Weiss et al. (2000) suggested that when a parent with ADHD becomes anxious 
about being able to meet the organisational demands of parenting (such as remembering to 
collect their child from school), this anxiety was likely to impact on the parent’s subjective 
well-being and also on the mood of the family as a whole. On the basis of their clinical 
experiences, Weiss et al. reported that parents with ADHD often continued to have residual 
difficulties with activities o f daily living. This frequently led to difficulties with the 
instrumental and organisations tasks o f parents, such as remembering to instruct the child to 
brush his/her teeth when the parent continues to have difficulties in remembering to do this task 
him/herself, or having to complete housework whilst playing with the child.
Furthermore, Weiss et al. (2000) found that parents who had difficulty with mood lability or 
dysphoria complained that they found it hard to soothe their children who were having 
tantrums, because the parents would react to the tantrums, thereby escalating the situation. 
They also found that parents who presented with oppositional symptoms, frequently reacted, for 
example, with defiance when clinicians suggested their children required assistance, or would 
be argumentative in situations they perceived to be challenging (such as when hearing reports 
from schoolteachers about their child’s misbehaviours). Weiss et al. argued that life crises such 
as marital difficulties, occupational changes and frequent moves -  characteristics they found in 
many adults within their client group -  made it difficult for the child to rely on relative familial 
and/or environmental stability to enable her/her own growth to be the focus of change within 
the family.
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Thus, there may be many ways in which a parent’s symptoms might influence their parenting 
style. However, Weiss et al.’s (2000) clinical examples highlighted the importance of 
identifying the relationship between parental symptomatology and the demands of being a 
parent. The authors held that the impact these factors potentially had on parenting style could 
be further aggravated if  more than one member o f the same family was experiencing symptoms 
of the same disorder -  “a level of symptomatology that is functional when the rest of the family 
is stable may quickly become intolerable when another member of the family is unwell...(for 
under these circumstances it is likely to be) unclear whether the symptoms of one member o f the 
family are a response to symptoms in another member of the family...” (pi 060). Weiss et al.’s 
reports are o f particular significance given the dearth of literature currently available on the 
experiences of parents with ADHD.
1.3 Parental Attributions o f Children’s Behaviours
In addition to the lack of literature that appears to be available on the experiences o f ADHD- 
affected parents, there seems to be less, if any, available that focuses on the experiences that 
ADHD-affected parents may have of parenting children with ADHD. This particularly applies 
to the paucity of research that examines the beliefs such parents may hold about their children’s 
behaviours. Weiss et al.’s (2000) paper suggested that parents with ADHD symptoms might 
be in the unique position of understanding and therefore being more tolerant of their children’s 
symptoms. However, the authors also suggested that parental symptomatology may also 
negatively bias parents’ interpretations of their children’s behaviours. Dix & Grusec (1985) 
argued that a central factor regulating parents’ behaviours was the assessments they had of 
their children and their children’s behaviours -  “that is, parents’ beliefs about what their 
children are like and why their children act as they do” (p20l). I f  this is the case, then the 
possible impact that parental ADHD symptomatology on parental beliefs about children’s 
behaviours is likely to be highly significant.
McGillicuddy de Lisi (1985) argued that the study of parental beliefs was important as it 
facilitated understanding about childrearing practices. She claimed that this view represented a 
departure from behavioural approaches, which regarded behaviour as a reaction to stimuli; 
beliefs, attributions and attitudes are now regarded as motivators, organisers and guides for 
behaviour with children. McGillicuddy de Lisi’s research focussed on parental beliefs as 
influential factors in the relationship between parental practices and child outcomes. Beliefs 
were seen as affecting children indirectly, since they guided the practices, which then affected
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the children. Dix & Lochman (1990) also associated parents’ perceptions o f the causes o f their 
children’s behaviours with child discipline.
Similarly, Comah, Sonuga-Barke, Stevenson & Thompson (2003) examined the role of beliefs 
that parents held about the causes of their children’s behaviours, using a social cognition 
approach. They argued that these beliefs, or attributions, were significant as evidence suggests 
that they have a mediating effect in how parents respond to their children’s behaviours. Causal 
attributions are explanations or spontaneous judgements that people develop in order to 
understand important or unexpected events in their lives (Jenson, Green, Singh, Best & Ellis, 
1998). Weiner (1985, 1986) claimed causal attributions were important mediators of 
behaviour, while Fiske & Taylor (1991) argued that they played a major role in predicting 
behaviour, because individuals would use them to understand and control their environment. 
Thus, Cornah et al. argued, “the way in which parents perceive their children’s behaviour, and 
the ascription of responsibility they make for that behaviour, will likely influence their response 
to it” (p70).
Similarly, Jensen et al. (1998) argued that parenting behaviour was mediated by parents’ beliefs 
about why children act the way they do. Johnston & Freeman (1997) added that parents’ 
interpretations o f their children’s behaviours, such as inattention and impulsivity, was likely to 
influence not only parental responses to those behaviours, but whether these behaviours were 
labelled as problematic symptoms or not. Dix & Lochman (1990), for example, found that 
mothers of children with externalising problems saw child misbehaviour as more intentional; 
these negative attributions were associated with more negative parental reactions. On the other 
hand, mothers o f children without behavioural difficulties frequently showed child-serving 
attributional bias, crediting internal, controllable and stable factors, such as child disposition, 
and attributing child misbehaviours to external, uncontrollable and transient factors.
The significance of such research findings that have focused on parental beliefs o f children’s 
behaviours has led some researchers, such as Dix & Grusec (1985) to examine the role of 
attribution theory in parents’ socialisation of children. They described attribution theory as an 
information-processing approach, which emphasised that social behaviour depended on 
people’s inferences about what was causing the events around them. In terms o f parental 
behaviours, this theory would suggest that parenting behaviour may depend on parental
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inferences about the traits and motives of their children, the situational forces operating on their 
children and, in particular, the causes of their children’s behaviours.
Various attribution models, which focus on the study of adult social inference, are in existence; 
some focus on the attribution process itself, whilst others focus on attributional dimensions. 
Process-orientated models, such that o f Jones & Davis (1965, cited in Sigel, 1985), are largely 
concerned with factors and types of information that determine the formulation o f attributions, 
particularly internal or dispositional attributions and external attributions. Models that focus 
on attributional dimensions, such as Weiner’s (1986), are instead concerned with the effects 
particular attributions may have on affective and behavioural responses once formulated.
Jones & Davis’s (1965, cited in Sigel, 1985) model o f correspondent inference was primarily 
concerned with how attributions were formulated. They focused on factors that result in 
attributions to dispositions in individuals. Jones & Davis proposed that dispositional 
attributions occur when it is perceived that the effects of the behaviour are freely chosen and 
intended. Intentionality is inferred when observers attribute three factors to the individual: (1) 
the extent to which the individual is able to foresee the consequences of their behaviour; (2) 
his/her motivation to produce these effects; (3) his/her ability to produce these desired effects.
Jones & Davis (1965) therefore held that parents made dispositional attributions for their 
child’s behaviour when they believed the effects of their child’s behaviours were knowingly and 
intentionally produced in the absence of serious constraints on the child’s freedom. The 
negative effects would therefore be attributed to deficits in social knowledge and skill and not to 
any malicious dispositions in the child. Jones & Davis pointed out that these attributions might 
however differ depending on the age of the child in question. Thus, an inappropriate comment 
said by a four-year-old might result in his/her parent inferring that the child did not know the 
comment would be inappropriate, had not intended it to be insulting and did not possess the 
social skills to produce such an insult even if  he/she desired. However, had the child been a 
thirteen-year-old, the parents might infer that he/she possessed both foresight and ability to be 
motivated to misbehave. These inferences would lead the parents to attribute the child’s 
behaviour to a hostile or malicious disposition. Given that attributions may differ according to 
the age of the child, this suggests that the attribution process in which parents engaged involved 
an important development component (Dix & Grusec, 1985): the model suggests that parents
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are likely to believe that the development of social knowledge and skill and motives for 
behaviour may change with the age o f the child.
Jones & Davis’s (1965) model is compatible with Weiner’s (1986) attributional theory, which 
postulates that an attribution’s influence on affect and behaviour is determined by where it falls 
along four particular attributional dimensions. Weiner based these dimensions on the following 
premises: (1) that causal attributions were based on perceived locus of the causal event, 
stability of the cause, and its controllability; (2) that success or failure was attributed to ability, 
effort, ease/difficulty of task and luck; (3) that, explanations of events resulted in emotions such 
as pride, gratitude, anger, shame, and helplessness; (4) and that these emotions were important 
mediators o f behaviour.
In applying this model to parent-child interactions, it seems that responses to child behaviours 
may depend on parents’ inferences about the stability, generality, local and controllability of the 
cause of that behaviour. Specifically, Weiner (1986) believed inferences about a cause’s 
stability influence responses by determining expectations about the recurrence of the behaviour. 
Behaviour caused by stable factors, such as intelligence or personality traits, should recur, 
whereas behaviour caused by unstable factors, such as fatigue or luck, should be less likely to 
recur. Inferences about the generality o f the cause o f a particular behaviour should have a 
similar effect. That is, behaviours caused by general factors, such as low ability or anxiety, 
should recur more than those caused by specific factors such as low ability in a particular 
academic subject or social anxiety with peers. This is because general factors occur more 
frequently than specific factors. Inferences about locus of causality determine whether acts 
reflect the individuals who committed them or the contexts within which the acts occurred. 
Thus, perceived failures caused by internal factors, such as lack of effort or ability, are more 
informative about individuals than are failures caused by external factors, such as task 
difficulty or luck. Finally, inferences about control indicate the extent to which an individual 
had control over an action -  that is, whether the effects o f the action were intended and 
therefore under the responsibility of the individual. Weiner believed that failure caused by 
controllable factors, such as lack of effort, was believed to be more the fault o f the individual 
than was failure caused by uncontrollable factors, such as low intelligence.
Weiner’s (1986) model has been supported by a large body of empirical evidence, some of 
which has been reviewed by Dix & Grusec (1985) and also by Hinshaw (1994). Hinshaw, for
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example, found parents’ expectations about the recurrence of positive and negative child 
behaviour often depended on the stability and generality of their attributions o f that behaviour. 
Regarding the behaviours of ADHD-affected children in particular, Sobol, Ashbourne, Earn & 
Cunningham (1989) investigated parents’ attributions regarding their own role in causing their 
child’s behaviour (parent-centred attributions). They found that compared with parents of 
children without behavioural disorders, parents of ADHD-affected children perceived their 
influence over their children’s behaviours as relatively unstable and uncontrollable. Johnston & 
Patenaude (1994) focussed primarily on child-centred attributions and found that parents in 
their study perceived symptoms o f ADHD as less controllable by the child.
Research also suggests that emotional reactions to events depend on attribution and can 
influence responses to those events. For example. Dix & Grusec (1985) claimed internal 
attributions were often associated with feelings o f confidence and pride for success, and also 
resignation for failure; external attributions however elicited gratitude for help and anger at 
hindrances. The authors also reported that stability, in particular, appeared to intensify 
affective reactions. For example, intensity of irritation or disgust about another’s actions 
increases as attributions concerning stability increase.
Furthermore, inferences of control have also been shown to influence affect. For example, 
within the literature on clients with learning disabilities, Stanley & Standen’s (2000) study 
found that carers’ perceptions o f clients’ control over their challenging behaviour not only 
influenced the carers’ emotional responses to that behaviour, but also their level o f commitment 
when implementing care programmes. Amongst the literature focussing on parent-child 
interactions, some studies have indicated that parents’ affective reactions to children may 
depend on attributions for children’s behaviour. Thus, whether the parent is upset or 
sympathetic towards their child’s dilemmas may depend on how stable they think the 
misconduct is, and the extent to which they believe the behaviour is under the child’s control 
(Dix & Grusec, 1985).
In relation to this, Johnston & Patenaude (1994) proposed that causal attributions that the 
parents in their study made about child behaviours mediated the impact o f these behaviours on 
the parent and direct responses to the child. The authors claimed that parents o f children 
without behavioural difficulties frequently interpreted the behaviour of older children as 
intentional and controllable than that of younger children. Furthermore, parents attributed
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positive behaviours to internal, dispositional child factors and negative behaviours to external 
situational factors. However, in families o f ADHD-affected children, parents attributed child 
misbehaviour to negative personality dispositions and held children responsible for 
misbehaviour. Like Dix & Lochman (1990), Johnston & Patenaude claimed research 
consistently indicated that when parents perceive child misbehaviour as intentional, they are 
more upset by the behaviour and more likely to use power-assertive discipline, which involves 
the use o f punishment to produce conformity in the child to the parent’s expectations. The 
authors also found that parents believed children had greater control over oppositional-defiant 
behaviours and therefore reacted negatively to them, than to behaviours due to inattention or 
hyperactivity.
Evidence related to Weiner’s (1986) model also indicates that important behavioural responses 
depend on beliefs about the stability, locus and controllability of prior actions. For example, 
Stanley & Standen’s (2000) study on carers’ perceptions of the control learning disabled clients 
had over their challenging behaviour influenced the carers’ level of commitment when 
implementing care programmes. As Dix & Grusec (1985) found, people frequently give up in 
the face of perceived failure, particularly when they attribute that failure to stable internal 
factors. These studies therefore highlight Weiner’s belief that attributions influence behaviour 
primarily because they affect emotions.
Given these findings about parents’ perceptions of their affected children’s behaviours and also 
earlier details about the continuation of ADHD symptoms in adulthood, the current study 
developed from the idea that proposes that these parental beliefs may also develop as a result of 
other psychosocial and behavioural reasons, such as parental ADHD symptomatology. Little is 
known, however, of the attributions of parents who currently have symptoms of ADHD and/or 
were affected by ADHD during childhood. Furthermore, less still is known about whether 
parenting style is influenced by pre-existing parental psychopathology. Indeed, the current 
author was unable to find literature available that focuses on how such parents might view the 
behaviours o f their affected children.
To redress this area of neglect in this field of research, the current study will attempt to 
investigate the attributions held by parents who both currently experience ADHD 
symptomatology and also have children affected by the disorder. Wender (1995) claimed that 
parents of children with ADHD were influenced greatly by the behaviour of their children.
185 URN: 3032639
Major Research Project
Murphy & Barkley (1996) surveyed the views of 170 adults who attended their ADHD clinic 
and developed a list of symptoms about which their clients were complaining. These symptoms 
included a variety of interpersonal difficulties, such as becoming easily angry or frustrated, 
verbally abusive, poor follow-through on commitments, failing to see the needs or activities of 
others as important, chaotic family routines, poor listening skills and perceiving themselves as 
less adequate in terms of caring for and managing their children, where the clients were parents.
Furthermore, Dix & Grusec (1985) claimed that, since parental attributions about children’s 
behaviour occurred within social contexts, these contexts were highly significant in their 
influences on the attribution process. The authors argued that, since the objects of these 
attributions, children, were immature, attributions o f their behaviours needed to account for the 
fact that much child behaviour is constrained by developmental limitations that are beyond the 
child’s control. Additionally, Dix & Grusec argued that Jones & Davis’s (1965) 
aforementioned model indicated that, to a large extent, parental inferences about children 
involve social role taking. This involves parents ignoring their own mature, taken-for-granted 
view of an event in order to try to estimate the child’s immature view of it. Thus, Dix & 
Grusec claimed attributional biases therefore occurred as a result of a failure to take the role of 
the child into account. Weiss et al.’s (2000) clinical experiences of ADHD-affected parents 
seemed to suggest that these attributional biases were perhaps more likely to occur in parents 
with ADHD. This may be because affected parents in particular often find it hard to disengage 
from a situation where a child is misbehaving; disengagement would enable the parent to 
objectively evaluate the event and to remind him/herself of the child’s developmental 
limitations.
Given Weiss & Hechtman’s (1993) claims that a combination of cognitive ability, emotional 
stability within the family environment and child-rearing practices can lead to the development 
and maintenance o f ADHD symptomatology, Murphy & Barkley’s (1996) findings lend 
themselves to the suggestion that symptoms of ADHD, in adults who are also parents, may 
have some impact on their parenting practices and maybe also on their ability to interact with 
their children. Thus, given the literature described above that focussed on the mediating role of 
attributions in the relationship between parents’ psychosocial histories and parental practices, 
the current study aims to examine the possibility that parental child-centred attributions might 
influence the relationship between parental symptomatology and parental practices.
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Dix & Grusec (1985) argued that a central factor regulating parents’ behaviours was the 
assessments they had of their children and their children’s behaviours -  “that is, parents’ beliefs 
about what their children are like and why their children act as they do” (p201). I f  this is the 
case, then the possible impact that parental ADHD symptomatology on parental beliefs about 
children’s behaviours is likely to be highly significant.
1.4 Researching Parental Attributions and Behaviours
As mentioned, this study proposes that the three variables of parental ADHD symptomatology, 
parental attributions and parental practices concerning the management of ADHD-affected 
children are strongly related. Baron & Kenny (1986) recommended that studies of attributions 
focus on the mediating roles these phenomena play in social interactions. They stated that 
mediators represented the “generative mechanism through which the focal independent variable 
is able to influence the dependent variable of interest” (pi 173. Baron & Kenny argued that 
mediators explained how physical events take on internal psychological significance -  that is, 
how or why certain effects occurred.
Wender (1995) claimed that parents of children with ADHD were influenced greatly by the 
behaviour of their children. Wender claimed that little was known though about whether 
parenting practice was influenced by pre-existing parental psychopathology. If  a relationship 
(c) between parent symptomatology and parental practice were to exist, it might be depicted as 
a linear model as shown below in Figure 1:
Figure 1: Linear Model (adaptedfrom Kenny, Kashy & Bolger, 1998)
Parental ADHD symptomology 
(Independent/predictor variable)
Parental practices 
(Dependent/outcome variable)
However, research into parent-child interactions seems to suggest that these relationships 
cannot be assumed to be linear. As mentioned, Weiner (1986) claimed causal attributions were 
important mediators of behaviour. Furthermore, numerous studies -  such as those by Dix & 
Lochman (1990) and Jensen et al. (1998) -  have found that parenting behaviour is frequently 
mediated by parents’ attributions about why children act the way they do, to the extent that 
parents’ perceptions of the causes of their children’s behaviours can often be associated with 
child discipline. Little is known, however, either of the attributions o f parents who have 
children diagnosed with ADHD or about the impact these attributions have on parental
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practices -  that is, the way parents manage their ADHD-affected children’s behaviours. 
However, Weiss et al.’s (2000) descriptions of clinical cases involving parents with ADHD 
suggest that understanding the role the attributions of ADHD-affected parents play is essential 
in order to ensure adherence to treatment programme for affected children.
Given this, and Baron & 'Kelly’s (1986) argument that studies o f behaviour interactions 
necessarily involve mediational analyses, this study proposes that the effect o f parental ADHD 
symptomology on parental practices may be mediated by parental attributions. Following 
recommendations outlined by Baron & Kenny, this framework could be illustrated as follows in 
Figure 2;
Figure 2: Mediational Model (adapted from Kenny, Kashy & Bolger, 1998)
Parental attributions 
(Mediator variable)
Parental ADHD symptomology c Parental practices
(Independent/predictor variable) (Dependent/outcome variable)
This mediational relationship is distinct from the aforementioned linear model. It is proposed 
that a partial mediation exists, where the relationship between parental ADHD symptomology 
and parental practices is reduced in absolute size so that it approached zero when the mediating 
variable of parental attribution is controlled.
Baron & Kenny (1986) held that mediator variable distinctions in social psychological studies 
enabled the strategic analysis of phenomena such as attitudes and personality traits. The above 
framework suggests that parental attributions o f the behaviours o f ADHD-affected children 
mediate the relationship between parental ADHD symptomatology and parental management of 
their ADHD-affected children. However, it is acknowledged that the strength of this 
relationship may be reduced by the existence of moderating variables, such as parental 
depression and anxiety, and demographic factors in parents and children. This possibility will 
therefore be explored by examining the strength of the relationships denoted as (a), (b) and (c’) 
in Figure 2 above.
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2. Research Hypotheses o f the Current Study
This preliminary study was exploratory in nature. The current study therefore aims to:
1. Examine the nature of parental ADHD symptoms, parental attributions of their affected- 
children’s behaviours and parental practices
2. Determine whether a relationship exists between: (a) parental ADHD symptoms and 
parental attributions of their affected-children’s behaviours; (b) parental attributions of 
their affected-children’s behaviours and parental practices; and (c) parental ADHD 
symptoms and parental practices.
Furthermore, a review of the literature about ADHD revealed that the possibility of the
existence o f a mediational relationship between the three variables o f parental symptomatology,
parental attributions and parental practices has not to date been investigated. Thus,
3. If  statistical requirements are met, the study will also try to investigate whether parental 
attributions for the behaviours o f ADHD-affected children mediate the relationship 
between parental ADHD symptoms and parental practices.
4. If  statistical requirements are met, the study will also try to investigate whether the size of 
any existing mediational relationship exceeds the linear relationship that might exist 
between parental ADHD symptoms and parental practices.
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3. M ethodology
3.1 Design
This study was based on an experimental group design and was granted approval from an 
ethics and a research and development committee (see Appendices Bi-iii).
3.2 Procedure 
Setting:
Data collection took place at two Child and Adolescent Services (CASI and CAS2) within the 
same NHS Trust. Hospital records were examined to determine how many children under the 
age of twelve with diagnoses of ADHD were accessing both services. The age group of the 
children was limited because evidence, such as that by Jones & Davis (1965), suggests that 
parents’ attributions vary according to the age o f the child in question. The contact details of 
their parents were then retrieved.
3.3 Participants:
Samvle Size:
Correlations were to be conducted to determine the size of the relationships between the three 
variables, parental ADHD symptomatology, parental attributions and parental practices. A 
priori power analysis statistical calculations (Erdfelder, Paul & Buchner, 1996) for correlations 
produced a statistical power of 0.7, which indicated that a total o f 49 participants would be 
required. This number of participants would determine with a 70% certainty that any findings 
were significant.
In order to determine whether a mediational relationship existed between the three 
aforementioned variables, a multiple regression with two predictor variables needed to be 
conducted. Thus, to calculate the total number o f participants required for this, an a priori 
power analysis (Erdfelder, Paul & Buchner, 1996) for multiple regressions was conducted. 
The result indicated that, for a statistical power of 0.8, a total of 66 participants would be 
required.
A total o f 111 children under the age o f twelve and 242 parents were accessing the two services 
at the time of data collection (February to March 2003). Since the power analysis indicated 
that 66 participants would be required, this would equate to a 27% response rate. This falls
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within the estimated range for response rates -  25-40% - that may be expected from a postal 
survey (Whitley, Wynn, McDaniel & Nederhof, 1985).
Table 1 provides details of the children referred to both clinics at the time of data collection.
Total number (and percentage) of children
CASI 81 (73%)
CAS2 30 (27%)
TOTAL 111
Table 1: Breakdown o f  the number o f  children accessing both services.
Table 2 describes the nature of the relationships between the parents and children.
Total number 
(and percentage) 
of parents
Number (and 
percentage) of 
biological parents
Number (and 
percentage) of 
foster parents
Number (and 
percentage) of 
stepparents
CASI 181 (75%) 177 (76%) 4 (67%) 0
CAS2 61 (25%) 56 (24%) 2 (33%) 3 (100%)
TOTAL 242 233 6 3
Table 2: Breakdown o f  the number o f  parents accessing both services.
Gender Differences:
Table 3 presents the gender differences of the parents approached in the study.
Total number (and 
percentage) of 
parents
Number (and 
percentage) of male 
parents
Number (and 
percentage) of female 
parents
CASI 181 (75%) 89 (77%) 92 (73%)
CAS2 61 (25%) 27 (23%) 34 (27%)
TOTAL 242 116(48%) 126 (52%)
Table 3: Gender Differences amongst the parents o f  the children referred.
3.4 Data Collection:
The Consultant Psychiatrists at CASI and the Consultant Psychiatrist and Clinical 
Psychologist at CAS2 provided the researcher with the contact details of the parents of every 
child under the age of twelve accessing the services between February and March 2003. To 
ensure confidentiality, the names and addresses of parents and children were kept on a 
computerised database (Microsoft Access, 1995), which was made secure with the use of 
passwords and saved on a stand-alone computer.
Each parent was written to and invited to participate in the project. Both male and female 
parents were approached for participation in the project, where they existed for each child.
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This was done for two reasons. Firstly, to date there has been a lack o f research available 
about paternal relationships with children meant, particularly about relationships where either 
the parent or child, or both, have been affected by ADHD (Hinshaw, 1994; Wender, 1995). 
Secondly, financial limitations for conducting the research project meant that other clinics could 
not be approached in order to recruit more mothers, for example. This meant that only two 
clinics could be approached for recruitment purposes and that both female and male parents of 
children with ADHD had to be approached for participation. The researcher, however, 
acknowledges the potential for some degree of overlap in the types of responses provided. Each 
parent was sent an Information Sheet, which provided a description of the project and 
instructions for what they had to do (Appendix C). Two Consent Forms (one to return to the 
researcher and one for each parent to keep) were enclosed (Appendices Di-ii).
Each parent was asked to complete five questionnaires: (1) a demographics questionnaire 
(Appendix E); (2) The Hospital Anxiety and Depression Scale (Zigmond & Snaith, 1983) 
(Appendix F); (3) the Targeted Attention Deficit Disorder Symptoms Rating Scale (Wender, 
1995) (Appendix G); (4) a parental attributions questionnaire, developed by the researcher 
(Appendix H); and (5) the Parental Practices Scale (Webster-Stratton, Reid & Hammond 
2001) (Appendix I). Those who agreed to participate in the project were asked to sign both 
Consent Forms and return one (Appendix Dii) together with their five completed questionnaires 
to the researcher in an enclosed Freepost envelope. Two weeks after the first mailing, a second 
mailing was arranged for the parents who had not responded to the initial mailing, in order to 
increase the total number o f participants, as recommended by Whitley, Wynn, McDaniel & 
Nederhof (1985).
3.5 Descriptions of Questionnaires
The following self-completion questionnaires were sent to parents. Reliability and validity 
data, where they exist for each questionnaire, are included in Appendix J.
Demographics Questionnaire (Appendix E)
This self-completion questionnaire was developed by the researcher as a method of gathering 
information about parents’ personal histories. The questionnaire also requested information 
pertaining to the parents’ children, particularly those diagnosed with ADHD.
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Hospital Anxiety and Depression Scale (HAPS) (Zigmond & Snaith, 1983) (Appendix F)
This self-completion questionnaire has been found to be a reliable instrument for detecting 
symptoms of depression and anxiety (Zigmond & Snaith, 1983). It was included in the 
questionnaire packs to parents in order to determine whether parental attributions were affected 
by factors other than ADHD symptomatology. Hinshaw (1994), Wender (1995) and others 
have indicated that parents o f children with ADHD are likely to feel anxious and despondent 
about parenting their children, while Weiss et al. (2000) seemed to suggest that this was more 
likely to be the case in parents with ADHD.
Targeted Attention Deficit Disorder Symptoms Rating Scale (TADDS) (Wender, 1995) 
(Appendix G)
This self-completion questionnaire assesses the severity o f ADHD symptoms currently 
experienced by adults. It contains 31 items with statements focussing on seven particular 
behavioural presentations commonly seen in ADHD: attention difficulties, hyperactivity, 
temper, mood instability, over-reactivity, disorganisation and impulsivity.
Parental Attributions Scale (PAS) (Appendix H)
This self-completion questionnaire was adapted by the researcher from Hastings’s (1997) 
measure of staff attributions, the Challenging Behaviour Attributions Scale (CHABA), in the 
absence o f an instrument that measured parents’ attributions o f children diagnosed with 
ADHD. The adapted PAS closely follows the design of the CHABA. It is a 31-item 
questionnaire with statements relating to relating to six causal models: learned behaviour, 
medical/biological factors, emotional factors, aspects of the physical environment, stimulation 
and stable traits. The PAS was not designed to be a measure of parental attributional style per 
se, but was concerned with parents’ applications of causal models of children’s behaviour in 
particular circumstances. As with the CHABA, these circumstances were described within 
vignettes that the researcher developed on the basis of DSM-IV (APA, 1994) criteria for 
ADHD (see Appendix A).
In the current study, the PAS was used to enable the investigation of parents’ attributions 
regarding the hypothetical child’s role in causing the child’s behaviour. Although Sobol et al. 
(1989) had developed a similar questionnaire, to examine parent-centred attributions, the PAS 
was developed to enable the measurement o f parents’ child-centred attributions. Many of the 
items in the PAS were similar to those utilised in the CHABA. Items that were adapted or
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added were developed on the basis of findings from published studies on attributions, such as 
those by Dix & Lochman (1990), Johnston & Patenaude (1994) and Jenson et al. (1998). The 
questionnaire was then shown to two Consultant Psychiatrists, who were specialists in the field 
o f ADHD and child psychiatry, to discuss the validity of the items developed. This was in 
order to improve levels of content validity across the questionnaire items. Minor modifications 
were made to the wording of some of the items before the questionnaire was prepared for 
distribution to participants.
The PAS was based on research that focused on the types of attributions given to behaviour. 
As mentioned, although many of the items were taken from the CHABA, other items were 
developed on the basis o f findings from researchers who have studied parent-child interactions 
and ADHD. Thus, the PAS was akin to Johnston & Patenaude’s (1994) analogue 
methodology, which used written descriptions o f child behaviour, followed by rating scales 
assessing dimensions of causality. The authors reported that such methods had been proven 
sensitive to attributional differences. Furthermore, they believed that, although the use of 
hypothetical stories of child behaviours was less realistic than actual child behaviours, “written 
descriptions of child behaviour offer enhanced control over behavioural presentation...(with 
written scenarios offering) a degree of distinction between the...behaviour types that would be 
difficult to achieve with more ecologically valid, live presentations of child behaviour” (p265).
The adaptation of the CHABA for the development o f an ADHD scale that measured parental 
attributions was considered necessary in order to develop a measure that was suited to the 
purpose of the research project. It is however acknowledged that modification of an existing 
scale is likely to affect the reliability and validity levels of that scale. Previous attribution 
measures (e.g. those used by Sobol, Ashbourne, Earn & Cunningham, 1989) either have little 
or no empirical evidence supporting their use for children with ADHD, or they focussed on 
specific behaviours observed in affected children: Sobol et al. (1989), for example, developed 
an attribution measure in order to investigate the degree of compliance in affected children. 
Given this, the Discussion Section of this study will attempt to consider whether the PAS was a 
suitable measure of parental attributions.
Parental Practices Scale (PPS) (Webster-Stratton et ah, 2001) (Appendix I)
This self-completion questionnaire was developed to assess the methods by which parents or 
primary caregivers managed the behaviour of pre-adolescent children. The questionnaire yields
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the following summary scales: harsh discipline; inconsistent discipline; appropriate discipline; 
positive parenting; clear expectations and monitoring.
3.6 Data Analvsis
Scores from the questionnaires were entered onto an SPSS for Windows database (SPSS Inc. 
2003). This computerised programme was then used to analyse the results.
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4. Analysis and Results
The data were analysed using SPSS for Windows (2003). The following section presents the 
main demographic findings before examining the correlations that exist between parental 
ADHD symptoms, parental attributions and parenting practices.
4.1 Response Rate to the Two Mailings:
Twenty-six parents responded to the first mailing. A further thirteen responded to the second 
mailing, thereby increasing the total number o f research participants to thirty-nine. The 
response rate was therefore 18.4%, considerably below rates estimated in the literature on 
postal surveys (e.g. Whitley, Wynn, McDaniel & Nederhof, 1985). In an effort to increase the 
numbers of research participants, the researcher contacted CASI and CAS2 again on two 
further occasions to recruit more participants. However, none of the children who had been 
referred to the services, since the initial stage of data collection, fulfilled the inclusion criteria 
for the project -  any newly referred children were older than thirteen years of age. Time and 
financial constraints prevented the researcher from approaching a third clinic.
4.2 Demographic Details:
The parents of thirty-one children who were referred to CASI and CAS2 responded to the 
postal request for participation in the project. A total of thirty-nine parents participated in the 
research. The following tables (SPSS, 2003) provide details of the respondents.
Composition o f  Respondents
Parenting Status Frequency Percentage
Mother 30 76.9
Father 7 17.9
Foster Father 1 2.6
Foster Mother 1 2.6
Total 39 100
Table 4: Frequency Table fo r  Parenting Status o f  Respondents:
Table 4 indicates that biological mothers were the main respondents, constituting 77% of the 
total respondents. The proportion of female respondents (n-31) constituted 28% of the total 
number of women who were contacted for participation in the project (N=l 11). The proportion 
of male respondents (n=8) constituted 8% of the total number of men who were contacted for 
participation in the project (N=101).
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Age o f  Respondents
Table 5 indicates that most of the respondents were over the age of forty years, with this 
proportion of respondents constituting 64% of the total respondents.
Age of Respondents Frequency Percentage
20-29 I 2.6
30-39 13 33.3
40-49 20 51.3
50-59 5 12.8
Total 39 100
Table 5: Frequency Table fo r  Age o f  Respondents:
Household Composition
Nearly 70% of the respondents were married, while nearly 72% of respondents were cohabiting. 
The average number of children (whether biological, foster or step children) per household was 
found to be 2.5.
Ethnic Background
Nearly 95% of the respondents described themselves as White British.
Education and Employment
Table 6 indicates that 46% of the respondents were educated to degree level, while Table 7 
below indicates that 82% were in employment.
Educational Status of 
Respondents
Frequency Percentage
None 5 12.8
GCSE/0’ Level 8 20.5
A’ Level/Equivalent 6 15.4
Degree 12 30.8
Further Degree 6 15.4
Other 2 5.1
Total 39 100
Table 6: Frequency Table fo r  Educational Status o f  Respondents:
Employment Status of 
Respondents
Frequency Percentage
Unemployed 7 17.9
Employed 26 66.7
Self-Employed 6 15.4
Total 39 100
Table 7; Frequency Table fo r  Employment Status o f  Respondents:
Interestingly, despite the large proportion of respondents who have been educated to degree 
level, according to Census figures (Office of National Statistics, 2001), these findings were
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representative of the local population living within the geographical area in which the two 
clinics were based. They, however, may not be representative of the general UK population.
Parental Mental Health
36% of parents had experienced the symptoms of ADHD that they had observed in the children. 
These included: hyperactive behaviours such as fidgeting, restlessness, “chaotic behaviours”, 
messiness, foot or finger tapping; poor short-term memory, particularly pertaining to the recall 
of task requirements and locations of objects; difficulties with regards to naming people and 
objects and in word-finding in order to express thoughts; difficulties with concentration and 
sustained attention; becoming easily stressed; day-dreaming; and impatience. Six respondents 
had experienced these symptoms since childhood. Nearly 8% of respondents had been 
diagnosed with ADHD. Two respondents had written on their questionnaires that they were to 
undergo formal assessment of their symptoms.
Details o f  Children Diagnosed with ADHD
One couple (i.e. two parents) had three children diagnosed with ADHD who were living within 
the same household. With this exception, 95% of respondents only had one child who had been 
diagnosed with ADHD in their household.
Table 8 indicates that the majority of respondents had children diagnosed with ADHD who 
were older than the age of ten. Furthermore, the vast majority of affected children were male, a 
finding that is consistent with the literature.
Gender Total & % 
of
Children^
Age of Children in Years Total & %
4-6 6-8 8-10 10-12
Male Total 1 4 9 23 37
% 3% 11% 24% 62% 100%
Female Total 1 1 2
% 50% 50% 100%
Total Total 1 5 10 23 39
% 2% 13% 26% 59% 100%
Table 8:Frequency Table fo r Number & Age o f  ADHD Children Attending CASI & CAS2:
' P lease  note that, g iven  the sm all number o f  respondents in each cell o f  th is table, all percentages have been  
corrected to w h o le  num bers.
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In cases where parents had more than one child in their household affected by ADHD, the 
composition were as follows: two of the additional children were female, one aged 8-10 years, 
the other aged 10-12 years, while one child was male and aged over the age of twelve years.
The children of all but two parents were attending school. Non-attendance was due to 
difficulties encountered in obtaining a statement from the local education authority, not being 
able to locate a suitable school in the area and, in the case where the parent had more than one 
affected child, the child was aged seventeen and had chosen not to pursue further education.
In nearly 60% of cases (n=23), children had been diagnosed with ADHD over two years ago. 
In more than 87% of cases (n=34), affected children had been prescribed medication, which in 
the majority of cases was methylphenidate (this is usually marketed as Ritalin or Concerta).
4.3 Hospital Anxiety and Depression Scale (HADS) Scores 
Questionnaire Reliability
Clark-Carter (1997) recommended that researchers examine the reliability of questionnaires to 
ensure that consistent scores were produced. For this reason, Cronbach’s alpha correlation 
coefficient was calculated for items within the HADS. Table 9 presents the results:
Scale Cronbach’s Alpha Correlation Coefficient
Total HADS Score 0.88
Table 9: Cronbach's Alpha fo r  All HADS Scores:
This result indicated that the HADS was a reliable measure of anxiety and depression of the 
respondents in this study. This is because both alpha coefficients exceeded 0.7, the minimum 
recommended level of reliability as reported by Clark-Carter, amongst others. This is 
unsurprising, given that the HADS is a well-standardised measure. A similar conclusion was 
found when, following Zigmond & Snaith’s (1983) recommendations, the HADS scores were 
separated into Anxiety and Depression subscale scores result: Table 10 presents the alpha 
coefficients:
Scale Cronbach’s Alpha Correlation Coefficient
HADS Anxiety Score 0.84
HADS Depression Score 0.78
Table 10: Cronbach’s Alpha fo r  HADS Subscales Scores:
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Normality o f  Data
HADS scores were then checked for the presence of outliers -  any cases with extreme values. 
Outliers increase variance within the data, thereby potentially reduce the power of the statistical 
analyses (Clark-Carter, 1997). No outliers were found.
Histograms, with normal distribution curves, were created to enable the examination of the 
distribution of the data. Although, visually, they seemed to suggest that the data were normally 
distributed, the skewness and kurtosis of the data were calculated for both anxiety and 
depression scores. Appendix K presents these results, together with calculations of z scores, 
which reveal that the HADS scores obtained were normally distributed.
Frequencies o f  Scores
As recommended by Zigmond & Snaith (1983), HADS scores were separated into Anxiety and 
Depression subscale scores for each person. The score for each person was then interpreted 
using the authors’ qualitative descriptions: thus, scores of 0-7 were classified as “Normal”, 8- 
10 was “Mild”, 11-14 was “Moderate” and 14-21 was “Severe”. There were no missing data. 
Table 11 presents the frequencies for these categories.
HADS Category HADS Anxiety Subscale HADS Depression Subscale
Score Percentage Score Percentage
Normal 14 36 24 61
Mild 11 28 10 26
Moderate 11 28 5 13
Severe 3 8 0 0
Total 39 100 39 100
Table 11: Frequency Table fo r  the Classification o f  HADS Subscales Scores:
Table 9 indicates that 36% of parents’ Anxiety scores and over 60% of parents’ Depression 
scores fell within the “Normal” category. More than a quarter of parents also experienced 
“Mild” levels of anxiety and depression. Another quarter of parents experienced “Moderate” 
levels anxiety. The mean HADS Anxiety subscale score was found to be 8.72 (Standard 
Deviation or SD = 4.26), while the mean HADS Depression subscale score was found to be 
6.41 (SD = 3.58), indicating that HADS scores in general ranged from normal to mild levels of 
anxiety and depression. A T-test for related samples was conducted, which revealed that there 
was a significant difference between the mean scores of the HADS Anxiety and Depression 
subscales (t(38)=4.375,p<0.05, 2-tailed test).
200 URN: 3032639
Major Research Project
4.4 Targeted Attention Deficit Disorder Symptoms Rating Scale (TADDS) Scores 
Questionnaire Reliability
Table 12 indicates that the TADDS was a highly reliable measure of adult ADHD 
symptomatology:
Scale Cronbach’s Alpha Correlation Coefficient
Total TADDS Score 0.93
Table 12: Cronbach’s Alpha fo r Total TADDS Scores:
However, when the scores were separated into the seven subscales, as suggested by the author, 
Wender (1995), levels of reliability varied, as shown below:
Scale Cronbach’s Alpha Correlation Coefficient
TADDS Attentional Difficulties Subscale Score 0.84
TADDS Impulsivity Subscale Score 0.82
TADDS Over-Reactivity Subscale Score 0.80
TADDS Mood Instability Subscale Score 0.77
TADDS Temper Subscale Score 0.69
TADDS Hyperactivity Subscale Score 0.62
TADDS Disorganisation Subscale Score 0.58
Table 13: Cronbach’s Alpha fo r  TADDS Subscales Scores:
This finding suggested that the subscales were sensitive to variability across responses to 
TADDS items. For this reason, the TADDS Total Score was used in the final analysis.
Normality o f  Data
One outlier was found to be present amongst the TADDS scores and, as Appendix L indicates, 
the data were not normally distributed. Subsequently, the TADDS scores were transformed 
into logarithms, which succeeded in enabling the distribution of data to approach normality, as 
also shown in Appendix L. Since the data were now normally distributed, the aforementioned 
outlier was not excluded from the sample. Indeed, as Clark-Carter (1997) emphasised, this is 
permissible where samples sizes are less than 50.
Frequencies o f  Scores
The TADDS comprised seven subscales, which measure Attentional Difficulties, Hyperactivity, 
Temper, Mood Instability, Over-Reactivity, Disorganisation and Impulsivity. Responses to the 
items varied across a five-point scale that ranged from “never” to “all the time”. The average
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scores across the seven subscales (mean=1.62, SD^O. 17) suggested that responses to questions 
about the presence of symptoms of ADHD in parents varied between “Sometimes” and 
“Occasionally”. Disorganisation, losing one’s Temper and Hyperactivity, were the most widely 
experienced symptoms of ADHD in respondents. There were no missing data.
4.5 Parental Attributions Scale (PAS) Scores 
Questionnaire Reliability
The PAS comprises six subscales, which measure attributions in terms of Biomedical reasons. 
Emotional reasons. Learned Behaviours, Stable Traits, responses to the Physical Environment 
and to Stimulation. Table 14 indicates that it was found to be a highly reliable measure of 
parental attributions:
Scale Cronbach’s Alpha Correlation Coefficient
All PAS Scores 0.94
Table 14: Cronbach’s Alpha fo r  All PAS Scores:
However, as Table 15 indicates, levels of reliability varied, when the scores were separated into 
the six subscales:
Scale Cronbach’s Alpha Correlation Coefficient
PAS Stable Traits Subscale Score 0.87
PAS Learned Behaviour Subscale Score 0.84
PAS Emotional Subscale Score 0.81
PAS Stimulation Subscale Score 0.72
PAS Physical Environment Subscale Score 0.70
PAS Biomedical Subscale Score 0.56
Table 15: Cronbach’s Alpha fo r PAS Subscales Scores:
This finding suggested that the subscales were sensitive to variability across responses to PAS 
items. However, when the six subscales were regrouped into two new variables, the reliability 
coefficients increased. Thus, since Learned Behaviours, responses to the Physical Environment 
and Biomedical reasons referred to factors that were not directly under the child’s control, they 
were regrouped and named “External Attributions”. Since Emotional reasons. Stable Traits 
and Stimulation referred to factors that were directly under the child’s control, they were 
therefore regrouped and renamed “ Internal Attributions”. These new variables were used in the 
final data analysis since, as shown in Table 16 below, they were found to be less sensitive to 
variability amongst responses;
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Scale Cronbach’s Alpha Correlation Coefficient
PAS Internal Subscale Scores 0.91
PAS External Subscale Scores 0.88
Table 16: Cronbach ’s Alpha fo r PAS New Subscales Scores:
Normality o f  Data
Appendix M illustrates the extent to whieh the two new subscale scores were normally 
distributed. There were no missing data or outliers amongst the scores.
Frequencies o f  Scores
The mean scores indicated that respondents seemed to believe that behavioural difficulties as 
presented in the three vignettes were likely to be due to Learned Behaviours or responses to the 
Physical Environment. Emotional or Biological reasons were believed to be unlikely 
attributions for the behavioural difficulties described in the vignettes.
When the subscales were combined into External and Internal Attributions, the results revealed 
that respondents held more external attributions than internal attributions about the behaviours 
of the affected children described in the vignettes. A T-test for related samples was conducted, 
which revealed that there was a significance difference between the mean scores of the new 
PAS External and Internal Attributions subseales (t(38)=7.767,p<0.05, 2-tailed test). The 
mean scores for the External and Internal Attributions subscales were -0.62 (SD = 3.51) and -
3.07 (SD = 4.01) respectively, indicating that respondents perceived that the behavioural 
difficulties described in the three vignettes were due to more external than internal factors.
Incidentally, although the PAS comprised three vignettes, each focussing on a different ADHD 
behaviour (inattention, hyperactivity and impulsivity), the scores achieved for the three stories 
were combined to form six subseales, following the directions given by Hastings (1997), on 
whose questionnaire the PAS was based. This was considered justifiable as it was expected 
that respondents’ attributional style would not vary across the three ADHD behaviours as 
described in the three vignettes. This assumption was based on literature, for example, as 
reviewed by Hinshaw (1994), whieh focuses on studies of parental attributions that do not seem 
to differentiate between ADHD behaviours. However, recent evidence, as reported by Johnston 
& Mash (2001), has described differences between parents’ perceptions of the causes of 
different ADHD behaviours, with hyperactive-impulsive symptoms seen as more controllable 
and intentional from the point of view of the child than inattentive behaviours. Given this lack
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of consistency in the literature, a repeated measures analysis of variance was conducted, to 
investigate whether a difference existed in the attributions ascribed to the behaviours described 
in the three vignettes in the PAS. As Table 17 shows, no difference was found between the 
attributions given to the three vignettes, thereby justifying the combining of the scores for the 
three vignettes, into six subscales, then two subseales (Internal and External Attributions) for 
the final analysis.
Cronbach’s Alpha Mean Standard Deviation
Inattention Vignette 0.8530 -0.14 0.44
Hyperactivity Vignette 0.8726 -0.26 0.48
Impulsivity Vignette 0.9197 -0.29 0.56
ANOVA Result F (2, 37) = 1.91, p>0.05, = 0.09
Table 17: Results o f  ANOVA Comparing Responses to PAS Vignettes Describing Inattention, Hyperactivity and  
Impulsivity ADHD Behaviours
4.6 Parental Practices Scale (PPS) Scores 
Questionnaire Reliability
The PPS comprises seven subscales, whieh measure the extent to which parents engage in 
practices that reflect Harsh Discipline, Harsh Discipline for Age of the child. Inconsistent 
Discipline, Appropriate Discipline, Positive Parenting, Clear Expectations and Monitoring. 
There were no missing data. Table 18 indicates that the PPS was a highly reliable measure of 
parental practices:
Scale Cronbach’s Alpha Correlation Coefficient
All PPS Scores 0.75
Table 18: Cronbach's Alpha fo r  All PPS Scores:
However, as shown in Table 19, when the scores were separated into the eight subseales, as 
recommended by Webster-Stratton, Reid & Hammond (2001), levels of reliability varied:
Scale Cronbach’s Alpha Correlation Coefficient
PPS Harsh Discipline Subscale Score 0.82
PPS Appropriate Discipline Subscale Score 0.72
PPS Clear Expectations Subscale Score 0.69
PPS Inconsistent Discipline Subscale Score 0.53
PPS Harsh for Age Subscale Score 0.48
PPS Positive Parenting Subscale Score 0.46
PPS Monitoring Subscale Score 0.28
Table 19: Cronbach’s Alpha fo r PPS Subscales Scores:
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This suggested that the subscales were sensitive to variability across responses. When the 
subseales were combined into two new variables (Positive Discipline and Harsh Parenting), 
reliability did not improve. Thus, subscales where coefficients were less than 0.7 were 
excluded from the final analysis, which left the remaining subscales. Harsh Discipline and 
Appropriate Discipline, for inclusion. A new variable, “Positive Discipline”, was created by 
subtracting the “Harsh Discipline” Scores from the “Appropriate Discipline” Scores.
Normality o f  Data
One outlier was found amongst the PPS scores. However, as Appendix N illustrates, the 
Harsh Discipline and Appropriate Discipline subscale scores were normally distributed.
Frequencies o f  Scores
The most common parenting practice was found to be emphasising “Clear Expectations” to 
children presenting with behavioural difficulties. Respondents also perceived themselves as 
engaging in “Appropriate Discipline” and “Positive Parenting” practices more so than Harsh or 
Inconsistent Discipline styles.
A T-test for related samples revealed a significant difference between the mean scores of the 
subscales that had the highest internal consistency - Harsh Discipline and Appropriate 
Discipline (t(38)=14.949,p<0.05, 2-tailed test). The mean scores for the Harsh Discipline and 
Appropriate Discipline subscales were 37.74 (SD = 9.83) and 75.79 (SD = 13.04) respectively, 
suggesting that the respondents perceived that their discipline style was Appropriate for their 
children.
4.7 Correlations
In order to examine the relationships between the three experimental variables. Parental 
Symptomatology, Parental Attributions and Parental Practices, correlations were conducted 
between the six subscales -  TADDS Total Score, Internal Attributions, External Attributions, 
Harsh Discipline, Positive Discipline and Appropriate Discipline. The HADS Anxiety and 
Depression subscale scores were also correlated with each of the six subscales in order to 
determine the extent to which either anxiety or depression might impact on the relationships 
between the three experimental variables. It is acknowledged that the calculation o f a large
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number of correlations increases the likelihood of a Type 1 error occurring. This was, 
however, unavoidable given the small sample size.
Since the dataset were normally distributed, Pearson r correlation coefficients were conducted. 
These parametric tests measure the strength or degree of a supposed linear association between 
two variables (Kinnear & Gray, 1997).
Correlations Between HADS Scores, Parental ADHD Symptomatolosy, Parental Attributions 
and Parenting Practices
Kinnear & Gray (1997) recommended the use of scatterplots when calculating Pearson r 
correlations, as these enable researcher to estimate the value of the calculated correlation. 
Scatterplots were therefore examined for all the variables for which correlations were to be 
conducted; these can be found in Appendix O. Appendix P presents the scatterplots that 
illustrate relationships between variables that were later found to be significantly correlated 
with eachother; the results of all the correlations conducted between HADS scores and the three 
main experimental variables can be found in Appendix Q. Table 20 below summarises the 
results of the Pearson r correlations; statistically significant findings have been expressed in 
bold type. For all the calculations, the number of respondents was 39 and the alpha level was 
taken to be 0.05.
HADS Anxiety Score HADS Depression Score
TADDS ADHD Symptoms r = 0.53, p = 0.001 r = 0.40, p = 0.01
PAS Internal Attributions r = 0.41, p = 0.01 r = 0.17, p = 0.29
PAS External Attributions r = 0.25, p = 0.12 r = 0.16, p = 0.34
PPS Harsh Discipline r = 0.12, p = 0.45 r = 0.15, p = 0.36
PPS Appropriate Discipline r = -0.12, p = 0.47 r = -0.07, p = 0.69
PPS Positive Discipline r = 0.18, p = 0.28 r = 0.15, p = 0.37
Table 20: Results o f  Pearson r Correlation Coefficient Calculations fo r HADS Scores
As Table 20 indicates, statistically significant correlations were found to exist between the 
following relationships: HADS Anxiety scores and ADHD symptoms; HADS Anxiety scores 
and internal attributions; and HADS Depression scores and ADHD symptoms. All three 
correlations were significant at the 5% level and, in the case of the relationship between anxiety 
and ADHD symptomatology, also at the 1% level. Statistically significant findings were not 
found for the remaining variables, despite conducting Pearson r correlations and non- 
parametric Spearman rho correlations.
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Hypothesis Testing: Correlations Between Parental ADHD Symptomatology, Parental 
Attributions and Parenting Practices
In order to test the research hypotheses, Pearson r correlations were calculated to test the extent 
to which the three main experimental variables were related to eachother. The results of these 
correlations can be found in Appendix R. Table 21 below provided a summary of these 
findings. As before, for all the calculations, the number of respondents was 39 and the alpha 
level was taken to be 0.05.
TADDS
ADHD
Symptom#
PAS Internal 
Attributions
PAS
External
Attributions
PPS
Harsh
Discipline
PPS
Appropriate
Discipline
PPS
Positive
Discipline
TADDS
ADHD
Symptoms
r=0.07
p=0.67
r=-0.15
p=0.36
r=0.06
p=0.69
r=-0.03
p=0.85
r-0.09
p=0.61
PAS Internal 
Attributions
r-0.07
P""0.67
r=0.01
p-0.97
r=-0.11
p=0.52
r-0.13
p=0.42
PAS External 
Attributions
r=-0.15
p=0.36
r=-0.08
p==0.61
r—0.18
p=0.28
r=0.15
p=0.35
Table 21: Pearson r Correlation Coefficients fo r  the Main Experimental Variables:
As Table 21 indicates, no statistically significant correlations were found. Spearman rho 
correlations, which were also conducted but are not reported in this paper, similarly did not 
yield statistically significant findings.
4.8 Summary of Findings
The majority of respondents were biological mothers who were married and aged over forty 
years. Over a third of parents had experienced symptoms of ADHD. The vast majority of 
households contained one child affected by ADHD but had more than two children living within 
the family. Most affected children were male, aged over ten years and had been prescribed 
medication to assist in the management of their behavioural difficulties.
Examination of HADS Anxiety and Depression scores revealed that the scores of the majority 
of respondents ranged from mild to moderate levels, with symptoms of anxiety being more 
frequently experienced than symptoms of depression. Furthermore, these scores correlated with 
ADHD symptomology in parents and internal attributions of behavioural difficulties in 
children.
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Correlations between the scores obtained on measures of ADHD symptomatology, parental 
attributions and parenting practices revealed that no statistically significant associations existed 
between these three experimental variables.
The lower-than-expected response rate for this study meant that the proposed mediational 
analysis, described in the Introduction section of this report, could not be conducted.
4.9 Addressing the Research Hvpotheses
Given the statistical findings of this study, the research hypotheses are addressed as follows:
1. Examine the nature o f  parental ADHD symptoms, parental attributions o f  their affected- 
children’s behaviours and parental practices
When examining parental ADHD symptomatology, disorganisation, losing one’s Temper and 
hyperactivity were found to be the most widely experienced symptoms. Parents seemed to hold 
more attributions relating to external factors, such as Learned Behaviours or responses to the 
Physical Environment, than attributions relating to factors internal to the affected children 
described in the vignettes, such as Emotional reasons. Finally, parents reported that they 
engaged in “Appropriate Discipline” and “Positive Parenting” practices more so than Harsh or 
Inconsistent Discipline styles when trying to manage their children’s disruptive behaviours.
2. Determine whether a relationship exists between: (a) parental ADHD symptoms and 
parental attributions o f  their affected-children ’s behaviours; (b) parental attributions o f  
their affected-children’s behaviours and parental practices; and (c) parental ADHD  
symptoms and parental practices.
Statistically significant results were not found when examining these three associations.
3. I f  statistical requirements are met, the study will also try to investigate whether parental
attributions fo r  the behaviours o f  ADHD-affected children mediate the relationship 
between parental ADHD symptoms and parental practices.
4. I f  statistical requirements are met, the study will also try to investigate whether the size o f
any existing mediational relationship exceeds the linear relationship that might exist 
between parental ADHD symptoms and parental practices.
Hypotheses 3 and 4 could not be addressed, as statistical requirements, relating to the minimum 
number of respondents necessary for a mediational analysis to be conducted, could not be met.
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5. Discussion
This section will attempt to discuss the main findings of the data analysis, before considering 
the usefulness they may have for clinical psychology practice. Limitations of the current study 
will be considered, followed by recommendations for future research in this area.
5.1 Discussion of Main Findings:
Parental Anxiety and Devression
The data analysis revealed that more than a third of respondents had experienced symptoms of 
ADHD and that these symptoms were correlated with anxiety and depression. Furthermore, 
levels of anxiety correlated with parents’ internal attributions of behavioural difficulties in 
affected children. Barkley (1998) reported that parents with histories of depression, conduct 
disorders, alcoholism and antisocial difficulties were more likely to have children with 
aggressive, antisocial tendencies and/or ADHD. Furthermore, he stated that evidence suggested 
that having a hyperactive sibling could also be a predictor of higher risk of hyperactivity among 
other children in the family. Although this latter point regarding siblings was not investigated 
in the current study, it is a relevant issue for consideration given that the majority of 
respondents had more than two children living within the same household and one couple had 
more than one child living within the household with a diagnosis of ADHD. This creates some 
speculation about how respondents managed cope, emotionally and practically, with negotiating 
the care of their other children, given the demands of their ADHD affected child and the 
potential for other children in the household to also display disruptive behaviours, if  Barkley’s 
findings are to be accepted.
Family environments comprising such dynamics may be a contributing factor towards the 
development of anxieties in some parents. Indeed, Johnston & Mash (2001) argued that “the 
stressful, demanding and intrusive nature of the child’s ADHD characteristics (were) likely to 
evoke negative reactions in other family members and to exert a disruptive influence on...the 
psychological functioning o f parents” (p i85). Weiss & Hechtman (1993) found that the 
emotional adjustment of ADHD affected adults was related to the emotional climate of their 
homes, particularly the mental health of other family members, as well as their own emotional 
stability and levels of intelligence. Thus, it may be speculated that, the fact that many of the 
respondents were educated to degree level and employed, may imply that these qualities acted 
as protective factors against higher rates of anxiety and depression than those reported in the 
current study.
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Additionally, Fischer (1990) found that ADHD children who presented with excessive 
moodiness, anger and low adaptability were more likely to cause distress in mothers, compared 
with mothers of children who did not present in these ways. The author also reported that while 
the mothers of affected preschoolers were likely to feel less competent in their sense of knowing 
how to manage their children’s behaviours, this finding progressively declined as the children 
become older. Fischer concluded that mothers of preschool children reported their lives to be 
more stressful in their parental roles than did mothers of non-ADHD preschoolers or mothers of 
older ADHD-affected children. Similarly, Mash & Johnston (1983) found that parent-child 
interactions of younger hyperactive children are more negative than those of older hyperactive 
children. The latter comment, concerning the difference between older and younger children, is 
clinically significant: the children of nearly 60% of respondents in the current study, were aged 
between ten and twelve years, but nearly two-thirds of respondents experienced symptoms of 
anxiety and over a third experienced symptoms of depression.
Understanding and managing children with ADHD can, therefore, cause distress in parents. 
Indeed, Weiss & Hechtman (1993) reported that approximately 79% of adults affected by 
ADHD symptoms complained of difficulties with neurotic symptoms, such as anxiety, sadness 
and other internalising symptoms. The authors also found that 10% of affected adults had 
attempted suicide in the three years prior to the study. Similarly, Eyestone & Howell (1994, 
cited in Barkley, 1998), for example, found that a strong association existed between adult 
ADHD and major depression. The authors found evidence that increasing severity of ADHD 
symptoms was associated with increasing risk for major depression.
Although the respondents experienced mild to moderate levels of depression, this finding, in 
light of existing literature, seems clinically relevant. Indeed, Murphy & Barkley (1996) 
reported dysthymia, a milder form of depression, to occur in over a third of adults affected with 
ADHD symptoms who were attending adult mental health clinics. However, the authors 
suggested that the occurrence of anxiety and depressive symptoms in such individuals may be a 
referral bias -  that is, adults seen in outpatient clinics are likely to have a higher than normal 
rate of these mood and anxiety disorders. This referral bias may explain, at least in part, why 
respondents in the current study had lower levels of anxiety and depression than found in other 
published studies. Nevertheless, despite this possibility of referral bias, parental and 
particularly maternal reports of mental distress evidently far outweigh the contribution of any
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other family-background variables, such as social class, family size or even marital discord, in 
predicting child behavioural disturbances (Johnston & Mash, 2001).
Relationships Between Parental Anxiety and Depression and ADHD Svmptomatolosv 
Tn the current study, symptoms of anxiety and depression were found to correlate with parental 
ADHD symptomatology. Few studies have followed children affected by ADHD into 
adulthood and those that have, as reviewed by Weiss & Hechtman’s (1993), have reported that 
ADHD symptoms specifically continue into adulthood for up to 50-65% of affected children. 
However, it is noticeable from Weiss & Hechtman’s review of the adult literature that many of 
these studies have only reported on young adults -  those with a mean age of approximately 
twenty-five years. It is therefore interesting that, in the current study, in which two-thirds of the 
respondents were aged more than forty years, over a third of respondents described 
experiencing ADHD symptoms, and all respondents experienced some of the symptoms of 
ADHD described on the Targeted Attention Deficit Disorder Symptoms Rating Scale 
(TADDS).
Barkley (1998) found that reports of ADHD symptomatology in adults beyond twenty-five 
years of age dramatically reduced, but that this varied considerably between studies and was 
dependent upon source of information and the type of diagnostic measure used. Indeed, Fischer 
(1997) found that DSM criteria became increasingly less sensitive to ADHD with age. The 
author concluded that adults with ADHD might be prone to under-reporting their symptoms 
relative to objective measures of their presentation. If  this is the case then, it might be that 
respondents in the current study may have minimised the severity of, or frequency with which 
they experienced, their ADHD symptoms. Indeed, Wender (1997) described one incident when 
an adult client with ADHD described his symptoms after treatment as “slightly better”, whereas 
his wife believed “it’s like being married to a different man” (p246). This highlights the 
importance of obtaining objective accounts about symptomatology, on the basis of observations 
or ratings from other people, and not relying solely on self-reports. This highlights a potential 
drawback of the current study.
Wender (1997), however, stated that some symptoms of ADHD, such as inattention, were also 
seen in other disorders, which included dysthymia, depression and anxiety disorders. Thus, it 
might be speculated that the positive correlations found in the current study, between anxiety 
and ADHD symptomatology and depression and ADHD symptomatology, reflect an overlap
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between the presentations of these disorders. However, in reality, the results of the current 
study found that respondents had reported symptoms pertaining to Disorganisation, losing one’s 
Temper and Hyperactivity. This is significant as, according to Wender’s (1995, 1997) Utah 
Rating Scale for Adult ADHD, adults must “specify the continuing presence of inattention and 
hyperactivity... and two of the following five symptoms: affective ability; hot temper; explosive 
short-lived outbursts; emotional over-activity; disorganisation; inability to complete tasks; and 
impulsivity” (Wender, 1997, p245). Thus, the most frequently reported symptoms described by 
the respondents of the current study would have fulfilled Wender’s criteria for a diagnosis of 
adult ADHD. While perhaps having some clinical significance, it must be emphasised that this 
result, however, was achieved on the basis of a single, self-reported questionnaire: Wender 
(1995), amongst other clinicians working within the field of ADHD, would hold that other 
information be obtained via objective measures, such as questionnaires completed by parents 
and/or spouses, and utilised in addition to self-reported descriptions of symptoms, before a 
diagnosis o f ADHD can be made.
Johnston & Mash (2001) reported elevated rates of ADHD among relatives of affected 
children, particularly first-degree relatives. Indeed, the authors found that approximately of 
57% of children of parents with a childhood onset of ADHD had ADHD themselves. Johnston 
& Mash claimed that this finding suggested several mechanisms of association, which not only 
include a shared genetic element, but also associations at a psychological and environmental 
level, such as psychological distress and parenting practices. The authors argued that these 
mechanisms might amplify or attenuate the relationships between parents and children, where 
both are affected by ADHD. Rucklidge & Kaplan (1997) studied mothers of children with 
ADHD, who had ADHD themselves, and found that the mothers reported more depression, 
anxiety, low self-esteem, stress and poorer coping compared to mothers without ADHD. This 
is significant as it is reminiscent of the findings of the current study.
It is noteworthy, however, that Harvey (1998), who investigated relationship among parental 
employment, child care workload and parental stress, found that mothers who were in paid 
employment reported lower child care loads, less stress and fewer child conduct problems than 
full-time housewives. This is significant since 82% of the respondents in the current study were 
in employment, and the majority of respondents were mothers.
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Although no significant associations between parental ADHD symptomatology and parental 
practices were found, a number of authors, whose studies unlike the current study were based 
on observations or case studies, have found evidence that this is nevertheless a significant area 
of study. Arnold, O’Leary & Edwards (1997), for example, reported that ADHD 
symptomatology in adults interacted with parenting skills, such that these skills were less 
effective in affected parents compared to parents without symptoms. Evans, Vallano & Pelham 
(1994) reported on the findings of a case study of a mother whose ADHD prevented her from 
monitoring child behaviour and being consistent in the implementation o f management 
techniques. Evans et al. found that psychostimulant medication served to decrease the mother’s 
symptoms and increase her ability to manage her affected child’s behaviour. These findings 
therefore seem to suggest that ADHD is strongly associated between parents and children and 
that ADHD in parent appears to confer specific impairments in parental functioning that are 
beyond the influence o f child ADHD. This therefore justifies the need to study parental 
psychopathology as a clinically significant factor in understanding and managing the behaviour 
of children with ADHD.
Relationships Between Parental Anxiety Symptoms and Internal Attributions 
The data analysis revealed that levels of anxiety in parents correlated with parents’ internal 
attributions o f behavioural difficulties in ADHD affected children. This is consistent with the 
literature on parental attributions. Dix & Lochman (1990) found that mothers’ mood and 
emotional directly influenced their interpretations o f children’s behaviours. Furthermore, they 
claimed that internal, stable and global explanations for negative events that involve the self are 
associated with depression. Cornah et al. (2003) found that mothers with mental health 
problems were more likely to believe that the causes of their children’s behaviours were internal 
to themselves. Similarly, Johnston & Freeman (1997) compared attributions for child 
behaviour among parents of children with ADHD and parents of non-ADHD children. They 
found that parents of affected children believed symptoms of ADHD were caused by 
uncontrollable, stable factors and therefore had more negative reactions to these behaviours. 
These parents also believed any positive behaviours presented by their children’s were less 
dispositional. Johnston & Freeman concluded that the parents of affected children saw 
themselves as less responsible for controlling their children’s behaviours.
Although the Parental Attributions Scale did not measure the extent to which parents blamed 
themselves for children’s disruptive behaviours, one might speculate that the positive
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correlation, which existed between anxiety and internal attributions, reflected parents’ denial 
that behavioural difficulties were not controllable by anyone other than the child. That is, 
external attributions encompassed factors that were beyond the child’s direct control, but which 
were perhaps within the domain of parental control, such as responses to environmental stimuli 
(as measured by the “Physical Environment” subscale) or behaviours the children had learned 
in response to parental feedback (as measured by the “Learned Behaviours” subscale). Thus, if 
a positive correlation were found between levels of anxiety and these types of external 
attributions, this might reflect parents’ anxieties that ADHD children’s behaviours might be 
caused by factors that the parents could themselves control. The fact that the actual finding 
was an association between anxiety and internal attributions -  that is, the belief that disruptive 
behaviours occurred because of inherent personality traits or the child’s mood -  might reflect 
parents’ attempts to remove the possibility of perceived blame from themselves.
Alternatively, the positive correlation between parental anxiety and internal attributions may 
reflect parents’ concerns that, since behavioural difficulties are perceived as inherent to the 
child, the parents are powerless to manage the behaviour effectively. This links to findings by 
Johnston & Freeman (1997), who found that parents of ADHD children believed their 
children’s behaviours were caused by internal factors, and so the parents felt less responsible 
for them. White & Barrowclough’s (1998) study o f depressed and non-depressed mothers of 
children with behavioural difficulties similarly suggested this as an interpretation of their 
results. The authors found that depressed mothers more often perceived their child’s 
behaviours to have a stable cause and offered explanations that were mainly external and 
uncontrollable. Furthermore, Cornah et al. (2003) found that, having a child with behavioural 
difficulties, encouraged mothers to make fewer self-blaming attributions.
Although not directly related to the findings of the current study, given that only anxiety was 
found to positively correlate with attributions, Abramson, Seligman & Teasdale’s (1978) model 
of learned helplessness suggested that an internal, stable, global attributional style for negative 
events can contribute towards the development and maintenance of depression. It also 
suggested that depression could arise as a response to a real or perceived lack o f control over 
negative situations.
In relation to this, Konchanska (1993) argued that responsive, sensitive parenting behaviours 
form the foundation for the development of children’s self-regulation skills. The author
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believed that parental difficulties in synchronising their actions to the child’s needs might be the 
reason behind the development of disinhibited, poorly regulated behaviour in some children. 
Johnston & Mash (2001) suggested that child and family characteristics operated in tandem, 
with child temperament antecedents of inattention and impulsivity most likely to create or 
exacerbate parents’ difficulties in reading and responding sensitively to children. However, 
Johnston & Mash also acknowledged that an alternative pathway might exist, where extremely 
responsive, sensitive family environments serve as protective factors that serve to facilitate the 
development of self-regulation. The authors suggested that such environments might result in 
attenuating or perhaps even terminating ADHD symptoms in children. Significantly, children 
in this developmental pathway do not appear to have been represented in research samples 
identified on the basis of ADHD symptomatology (Johnston & Mash, 2001; Young, 2000).
These reports by Konchanska (1993), Johnston & Mash (2001) and Cornah et al. (2003) seem 
to provide some explanation for the significant associations found in the current study between 
parental anxiety and internal attributions. The results seem to indicate that respondents are 
more anxious about internal causes for the behaviours exhibited by ADHD affected children. It 
is therefore suggested that this might be because the respondents believed that they were less 
able to control these behaviour. Thus, it seems that anxiety symptoms in parents might make 
them more likely to develop attributions about behavioural difficulties that are perceived to be 
internal to children, as was the case in the current study, than external attributions, which might 
potentially be perceived as being under the control o f the parent. One might speculate that this 
is why no significant association was found to exist between parental anxiety levels and 
external attributions.
As mentioned. Mash & Johnston (1983) reported that emotional distress in parents accounted 
for 73% of the total variance in parental ratings o f hyperactivity in children, compared with the 
contribution of any other family-background variables. Given this, it is perhaps unsurprising 
that anxiety and depression were both positively correlated with internal attributions for 
children’s behaviours. Indeed, Mash & Johnston reported that maternal perceptions of 
children’s behavioural difficulties were positively correlated with reports o f maternal 
depression, as was also the case in the current study. The authors concluded that having a child 
presenting with behavioural difficulties created ongoing stress for mothers that potentially 
undermined their self-esteem and confidence in their ability to care for their children. Cornah et 
al. (2003) explained this further by their finding that higher rates of difficulties, as manifested
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by emotional and externalising behaviours, were seen in the children of mothers with 
depression. This is also consistent with findings in the current study.
It must be reiterated that these interpretations are speculative. The correlational nature of the 
current study does not permit an assessment of the directionality of effects. However, the 
question of whether parental distress determines attributional style or whether attributional style 
reinforces parental distress, does not negate the need to describe the mutual influences that exist 
within the parent-child relationship, with the view that parental distress and perceptions about 
the reasons behind behavioural difficulties might act as both causes and outcomes (Mash & 
Johnston, 1983). Given this, the interpretations of the findings o f the current study highlight 
the importance o f examining the reasons for which parents hold beliefs about their children’s 
behaviours.
As mentioned in the Introduction section of this report, the role of attributions that parents hold 
about the causes of their children’s behaviour is central to a social cognition approach to 
understanding parent-child interactions (Cornah et al., 2003). Using this approach, Dix (1991) 
developed a three-component model of parenting that emphasised the orienting, organising and 
motivating effects that emotions have on parenting, as well as the processes parents use to 
understand and control emotions. Given this, it is perhaps not surprising to find that parental 
mental health influences explanations offered for children’s behavioural difficulties. Following 
this approach and, on the basis of findings from the current study and existing literature, it 
seems apparent that the experience of a child presenting with ADHD-associated behavioural 
difficulties does influence the formation and maintenance of parental attributions and can result 
in varying levels of parental distress.
5.2 Discussion of Main Trends Across Research Findings:
Data analysis revealed that, parental ADHD symptomatology, parental attributions and 
parenting practices were not associated with eachother for the sample of respondents in the 
current study. However, some interesting findings did come to light, which will now be 
discussed with reference to literature on parenting children with ADHD and/or other 
behavioural difficulties.
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As already mentioned, closer inspection of the trends across the results obtained in the current 
study revealed that respondents felt anxious about causes for behavioural difficulties in children 
that were likely to be due to factors internal to the children themselves, such as Biology, Stable 
Traits, and Emotions or emotional disposition. Johnston & Mash (2001) reported that, across 
the ADHD literature, the strongest associations have typically been found between parental 
psychological functioning and ADHD-related child behavioural problems, as opposed to 
between parental psychological functioning and child conduct problems per se. The authors 
therefore concluded that the effects of parental psychological functioning on children’s 
behaviours were at least partially mediated via parenting practices. Campbell (1990) argued 
that the tendency of affected children to be persistent in their wants, demanding of parental 
attention, insatiable in their curiosity in their environments and aggressiveness, posed a definite 
challenge to the child-rearing skills of parents. Such children frequently require far closer and 
more frequent monitoring of their ongoing conduct than children without such presentations. 
Given this, Campbell found that mothers of affected children are more likely to give commands, 
directions, criticisms, supervision and punishment compared to mothers of non-affected 
children.
Similarly, Applegate, Burke, Burleson, Delia & Kline (1985) reviewed research on the 
disciplinary styles parents employed in regulating or controlling their children’s behaviours, 
focussing on power assertion and induction styles in particular. Power assertion was regarded 
as physical punishment or any other exercise of power over a child (such as the withdrawal of 
privileges or forcing the child to do or not do something), while induction involved the parent 
pointing out the consequences of the misdemeanour to the child. Thus, power assertion aimed 
to produce conformity in the child to the parent’s expectations through punishment, while 
induction sought to encourage conformity through reasoning, particularly reasoning about how 
the consequences of the child’s act might affect others.
These research findings from Campbell (1990) and Applegate et al. (1985) hold some 
significance for the current study. Although use of punitive strategies (as described by the 
subscales Harsh Discipline and Harsh for Age Discipline Styles in the Parenting Practices 
Scale) was not found in this study, it is interesting that the most common parenting practice 
amongst respondents was found to be emphasising “Clear Expectations”. This subscale 
describes the use of clear instructions to guide the behaviour of children. This finding links, to 
an extent, with Campbell’s assertions that parents are likely to respond with commands.
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directions and supervision when they have to manage the demands of ADHD children, and also 
with Applegate et al.’s identification o f an “induction” parenting style. Furthermore, it also 
emphasises Konchanska’s (1993) and Johnston & Mash’s (2001) aforementioned arguments 
that responsive, sensitive parenting behaviours, where parents’ actions are synchronised with 
children’s, facilitate the development o f children’s self-regulation skills.
Related to this, Johnston & Mash (2001) reported that harsh parenting styles tended to be seen 
in children who presented with more aggressive behaviours. On the basis of this finding, it 
might therefore be speculated that the children o f the respondents in the current study might 
have exhibited fewer conduct problems, hence the “Appropriate Discipline” style, which the 
respondents claimed to generally utilise. This interpretation of the results obtained may be 
further supported by reports of the efficacy o f medication such as methylphenidate on 
improving the behaviour of children with ADHD by decreasing symptoms (Evans et al., 1994; 
Wender, 1997). Indeed, the vast majority o f respondent’s children were receiving this 
medication in the form of either Ritalin or Concerta, which might suggest that any disruptive 
behaviour were being successfully controlled through medical, as opposed to solely 
behavioural, means.
The results, however, also revealed the lack o f a significant relationship between parental 
attributions and practices. McGillicuddy de Lisi (1985) investigated whether parental beliefs 
influenced distancing strategies -  these were behaviours that parents engaged in to teach 
children to generalise from current experiences and apply them to future experiences (that is, to 
help them learn from their mistakes). This enabled children to cognitively distance themselves 
from the immediate environment. McGillicuddy de Lisi found in her study that parental beliefs 
about children’s behaviours did not relate to parental distancing strategies. She therefore 
suggested that these strategies were stemmed from others factors, such as a parent’s knowledge 
about their own child, of what their child is capable of and being “in tune” with the child’s level 
of ability, rather than on beliefs about how children in general behave.
McGillicuddy de Lisi’s (1985) findings are of interest as they may explain why a non­
significant relationship was found between parental attributes and practices in the current 
study. However, it is important to note that McGillicuddy de Lisi’s study differed from the 
current study in that it involved investigating whether parental distancing strategies mediated 
the relationship between parental beliefs about children’s knowledge about representational
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thinking pertaining to the physical and social world, and children’s cognitions, specifically 
pertaining to problem-solving and imagery. The current study attempted to investigate whether 
parental attributions mediated the relationship between symptomatology and general strategies 
or practices for managing children’s disruptive behaviours. However, since the relationship 
between these three variables could not be determined, this and McGillicuddy de Lisi’s research 
in this area seem to indicate that other factors may be impacting on parents’ understanding and 
management of their children’s behaviours.
Frick (1994), for example, stated that family environments also exerted their influence on the 
development o f conduct problems co-occurring with ADHD. Thus, factors internal to the child, 
such as the nature of the individual child’s ADHD, could potentially interact with parenting 
practices to create, or prevent, the development of conduct problems. This therefore predicts 
links between parental practices and conduct problems, but places ADHD in the role of a risk 
factor or vulnerability. Frick claimed that ADHD posed a risk because o f two reasons that may 
operate simultaneously: the first is that the presence of inattention and impulsivity in ADHD 
children make them more susceptible to inconsistent discipline and poor monitoring of child 
behaviour; and secondly, ADHD may act as a stressor that triggers a breakdown in appropriate 
parenting, such that parents engage in harsh or reactive discipline styles. Given that, in the 
current study, respondents reported that they tended to respond to their children’s behavioural 
difficulties using “Appropriate Discipline” strategies, following Frick’s arguments, one might 
speculate that this might be because the respondents’ children displayed fewer conduct 
problems. Future research with this sample might therefore include a measure o f child 
behaviour, to investigate the degree to which the parenting practices the respondents claimed to 
engage in had the desired effect in reducing conduct problems as displayed by their children.
5.3 Research Implications
The importance of conducting research in the area of parent-child interactions in families 
affected by ADHD has already been mentioned during this Discussion. However, this section 
will also consider other implications for research in this area of developmental psychology, 
from the perspectives of Clinical Psychology Practice and research evaluation.
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Implications for Clinical Psvcholosv Practice with Children and Families Affected by ADHD  
As already mentioned, although the respondents in the current study experienced mild to 
moderate levels of depression, Johnston & Mash (2001) argued that parental reports of mental 
distress far outweighed other family-background variables, such as social class or marital 
discord in predicting child behavioural disturbances. Furthermore, it seems clinically 
significant that more than a third of the respondents had experienced symptoms of ADHD 
themselves; this, as well as the aforementioned parental reports of mental distress, is likely to 
have potential implications for any psychological therapy in which affected children and their 
affected parents are likely to be involved (Wender, 1995; Young, 2000).
A report by the British Psychological Society (BPS, 1996) has highlighted the importance of 
conducting research to inform clinicians about developmental psychopathology frameworks 
when examining parent-child interactions in ADHD-affected families. Indeed, Johnston & 
Mash (2001) have argued that this area of research has largely been neglected. The BPS 
therefore urged researchers and clinicians to investigate the developmental origins and 
psychological causes of ADHD and its impact on children’s understanding of themselves and 
their behaviour. Additionally, it recommended that research needed to be conducted in 
naturalistic contexts and which accounted for social and familial perspectives.
As mentioned, Johnston & Mash (2001) emphasised the lack of research investigating the 
developmental progression of ADHD, or the processes that underlie observed associations of 
family characteristics and childhood ADHD. Johnston & Mash believed that these perspectives 
provided predictions o f how ADHD characteristics develop over time, and how multiple risk 
and protective factors, such as family environment, transact to impact this development. The 
current study therefore attempted to address some of these issues by trying to examine the 
relationships between parental symptomatology, attributions and practices in parents of 
children with ADHD.
Furthermore, Young (2000) recommended the use of structured cognitive-behavioural 
techniques for individuals with self-regulatory difficulties, as is frequently the case with 
individuals with ADHD. For example, she suggested that therapy could focus on the 
development of social interaction skills and ability to negotiate interpersonal differences and 
conflict. Although, also of clinical value is Johnston & Mash’s (2001) finding that, while 
parents of ADHD children frequently experience stress, which has been reported to decrease
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following parent training, this decrease was not always correlated with improvements in child 
behaviours. Nevertheless, these studies emphasise the therapeutic value of conducting research 
that investigate parental attributions and practices in the field o f ADHD.
Critique o f  the Current Study
Perhaps the main drawback o f the current study was the reduced response rate by respondents 
to the two mailings of questionnaires. Far fewer responses to the two mailings were received 
than hoped: financial limitations prevented other clinics from being approached to increase the 
number of participants. Due to assurances regarding confidentiality and anonymity, it was not 
possible to contact non-respondents on a third occasion, either to mcourage their participation 
or to request a reason for their lack o f participation. Care was taken to ensure the questionnaire 
mailings did not coincide with school holidays, during which respondents and their families may 
not have been available for participation. It is possible that, since the majority o f respondents 
were married and cohabiting with their spouses, they perceived it only to be necessary for one 
spouse to complete the batch of questionnaires. This might be the case, despite a written 
request for both spouses to respond (refer to Appendix C). Alternatively, where parents were 
separated, it is possible that the non-residing partner did not receive his/her batch of 
questionnaires. This, however, is unlikely to be the main reason for non-participation since 
these parents only comprised a small proportion o f the parents contacted and, in almost all 
cases, the forwarding addresses o f non-residing partners were available to the two clinics. A 
final reason for non-participation might be that parents believed there were too many 
questionnaires to complete; this was unavoidable given the nature of the study, but may 
nevertheless be an important consideration for future research.
Regarding the research findings in particular, Carlson, Jabobvitz & Sroufe (1995) found that 
the appearance of early and persistent problems with social interaction with parents, 
hyperactivity, inattention and emotional difficulties, was associated with ADHD in preschool 
children in particular. This finding is significant for two reasons: firstly, it highlights the 
importance of investigating social interaction between parents and children; and secondly, it 
highlights the fact that the significance of this interaction seems to vary depending on the age of 
the ADHD affected child. If this is the case, it may be possible that, had the current project 
included the parents of children who were o f preschool age, the research might have yielded 
significant results. However, Barkley (1998) argued that these characteristics also predicted 
continuation of ADHD symptoms and behavioural problems into formal schooling, in which
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case these findings should have been visible in the current study. This seems to suggest that the 
non-significant findings observed in the hypothesised mediational relationship between parental 
ADH symptomatology, attributions and practices, might be due to other reasons.
For instance, Fischer (1990) suggested that parents of preschool children experienced more 
stress in their parental roles than mothers of non-ADHD preschoolers or mothers of older 
ADHD-affected children. Given this, one might speculate that, had the affected children of the 
respondents to this study’s been younger, the results of the study, when comparing parental 
symptomatology and parenting practices, might have approached significance. A comment by 
Barkley (1998), however, would appear to challenge this possibility; Barkley pointed out that 
“the vast majority o f ADHD children will have been identified as deviant in their behaviour by 
their entry into formal schooling” (p i90-191). This indicates that many children affected by 
ADHD may not present to mental health services until they are of school age. By this stage of 
development, behaviour that was perhaps tolerated or managed within the home environment 
may not be considered socially acceptable. This could therefore make recruitment of the 
parents of preschool children affected by ADHD more difficult.
Johnston & Mash (2001) reported that parents perceived children to have less control of 
oppositional defiant behaviours than of ADHD behaviours; within ADHD behaviours, 
hyperactive-impulsive symptoms were seen as more controllable and intentional than inattentive 
behaviours. The authors argued that often, the possibility of a confounding o f comorbidity 
effects with ADHD severity, either in parents or in children, remains unaccounted for or 
unacknowledged in studies. This therefore potentially raises questions about the validity o f the 
findings reported across the ADHD literature.
Johnston & Mash’s (2001) comments regarding this issue are significant, as the current study 
did not differentiate between the different types o f ADHD behaviours that might have been 
presented by the respondents’ children in the final analysis. This was for two reasons: firstly, 
with regards to the Parental Attributions Scale (PAS), an analysis of variance revealed no 
significant difference between the three ADHD behaviours described in the three vignettes, 
thereby justifying combining the scores for the three vignettes to form two subscales (Internal 
and External Attributions); and secondly, with regards to the Parenting Practices Scale (PPS) 
where respondents were referring directly to the behaviours o f their own children, for reasons of 
confidentiality as imposed on the researcher by C A Sl and CAS2, patient files could not be
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accessed to take note o f children’s behavioural presentations at the time of diagnosis. Thus, 
there was no way of identifying the ADHD behaviours of the respondents’ children.
Future studies may therefore investigate this area, since evidence suggests that conduct 
problems in ADHD children can be associated with negative parental attributions (for example. 
Dix & Lochman, 1990; Johnston & Mash, 2001), although this finding has not been consistent 
throughout the literature. Additionally, it might be that the vignettes utilised in the PAS require 
modification to allow for a greater range of responses. However, these vignettes were based on 
descriptions of ADHD behaviours provided in the DSM-IV (see Appendix A), which constitute 
the most common diagnostic criteria for ADHD. Given that the majority of research on ADHD 
has involved investigating parental understanding of behaviours exhibited by ADHD affected 
children as diagnosed using DSM-IV (Wender, 1997), it seems unlikely that modifying the PAS 
vignettes would significantly impact the range of responses obtained.
Arguably, one limitation o f the current study is its reliance on parents’ reports for all the 
measures utilised. Cornah et al. (2003) reported that parents with mental health issues have 
been known to hold distorted or inflated perceptions of their children’s behaviours: this has also 
been documented in other studies, such as those reviewed by Cummings & Davis (1994), Dix 
& Lochman (1990) and Sigel (1985). Furthermore, Wender (1997), amongst others, has 
suggested that adults can under-report their ADHD symptoms.
In relation to this, Nancarrow & Brace (2000) warned about the possibility of social 
desirability bias, where respondents provide responses that they perceive to be socially 
desirable, rather than what might actually be the case. This can lead to over-reporting o f what 
is socially desirable and under-reporting o f what is not. It can also confound attempts to 
examine the nature o f relationships between the variables under study, such that it can 
attenuate, inflate or moderate these relationships. For example, it is possible that, on the Parent 
Practices Scale (PPS), some respondents may have been wary of revealing that they reacted to 
their children’s disruptive behaviours by shouting or using corporal punishment, and so 
provided a more “socially acceptable” response, such as claiming that they usually reasoned 
with the child. This might raise concerns as to whether the PPS was a reliable measure of 
parent practices or whether it might have been measuring parental response bias.
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Despite these concerns, Nancarrow & Brace (2000) emphasised that social desirability bias 
was of interest as it could be perceived as functioning either as an attempt to present oneself in 
a favourable light to another (known as “impression management”), and/or it could be 
fiinctioning as a form of self-esteem preservation (known as “self-deception” or “ego defence”). 
The authors recommended that, to reduce social desirability bias, researchers should assure 
respondents of confidentiality and anonymity. Despite the fact that such assurances were made 
in the current study, concerns about such biases, nevertheless, provide some support for 
utilising multiple informants and/or assessments, when conducting research into the area of 
ADHD affected parent-child interactions, since this might safeguard any parental bias in 
reported behaviours. This would hopefully increase confidence in the associations that are 
revealed through data analysis (Johnston & Mash, 2001).
In addition to this issue regarding measurement of research responses, since diagnostic criteria 
for ADHD is better established for diagnosing children (Wender, 1997), the absence o f a 
similar diagnostic “gold standard” for adults may mean than the use of a measure such as the 
TADDS for the diagnosis of adult ADHD symptomatology is open to criticism. Thus, an 
alternative approach might have been to collect retrospective data from respondents, whereby 
they would be asked to describe their own childhood ADHD symptoms. These symptoms 
could then have been rated according to well-established DSM-IV ADHD criteria.
However, as emphasised by Cornah et al. (2003) this would have posed three main problems: 
firstly, this analysis would have been dependent on the accuracies of respondents’ memories; 
secondly, it would once again have been subject to the biases of self-reported measures, as 
mentioned above; and thirdly, it would not have referred to the same time-scale as the other 
measures -  this study was primarily concerned with current experiences o f parent-child 
interactions, since these were the reasons for which the respondents and their children had been 
referred to the two child and family mental health services from which the parents were 
recruited. Cornah et al. recommended that researchers be consistent in the types of measures 
used to investigate responses to questionnaires: the current study only utilised self-report 
measures, which assessed the views respondents currently held. Many studies o f parental 
attributions and practices within the ADHD literature, as described in reviews by Johnston & 
Mash (2001), Barkley (1998), Hinshaw (1994) and Sigel (1985) for example, have tended to 
combine observational, retrospective, current, objective (i.e. reports from other people) and
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self-report measures when collecting data, thereby potentially raising questions as to the 
validity of their analyses.
Finally, it is possible that the sample o f parents, who participated in the current study, may not 
have been representative o f the ADHD affected families so often described in the literature. 
Barkley (1998) and Johnston & Mash (2001) have reported that affected families typically 
include parents with marital difficulties or a history o f marital breakdown, who are of a lower 
socio-economic status and have younger children with ADHD. The majority o f the respondents 
in the current study were educated to degree level, employed, married and had children with 
ADHD who were aged over ten years, A larger scale study, or one with a higher response rate, 
which included a client group such as that which responded to this study, might therefore have 
revealed more conclusive results and might have enabled more comparisons to be made across 
different groups: this will be another matter to consider when conducting research in this area in 
the future.
Recommendations for Future Research
Suggestions and recommendations have already been stated in this Discussion about how the 
current project might be modified. However, the findings from this study have also highlighted 
other research ideas, based on studying parent-child interactions in families affected by ADHD, 
which will now be considered.
For instance, it is not clear from this study whether the respondents’ attributions about 
children’s behaviours were characteristic o f an overall attributional style, which was used to 
explain all negative events that were perceived as difficult to manage. Future research might 
examine attributions parents make for other types o f behaviours with which children might 
present and, in addition, for neutral and positive behaviours. This would determine whether 
parents presenting with symptoms of anxiety and depression have a tendency to form internal 
attributions for children’s behaviours over and above any generalised attributional style 
(Cornah et al., 2003). Although the parents in the current study experienced anxiety in relation 
to internal attributions, the results indicated that they did perceive there to be both external and 
internal attributions for children’s disruptive behaviours. Future studies, perhaps with larger 
samples, might investigate the possible antecedents of such external attributions.
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Since the current study investigated potential influences on parenting practices, future research 
might also include an examination of parenting satisfaction and efficacy (Johnston & Mash, 
2001), and the extent to which they might impact on parenting attributions and/or practices. 
Sobol et al. (1989), for example, found that mothers of children with ADHD had a reduced 
sense of competence, saw the causes of their children’s behaviours as more unstable and had 
lower expectancies for their ability in being able to successfully manage their children’s 
behaviours. Pisterman, McGrath, Firestone, Goodman, Webster, Mallory & Goffin (1992, 
cited in Johnston & Mash, 2001) reported that, while sense of competence in parents increased 
after parent training, these changes in parent self-efficacy were not related to improvements in 
behaviour of children with ADHD. These studies seem to suggest the presence of other factors 
that might play an influential part in how parents react to their children’s behaviours and to 
subsequent difference in child behaviour. One way to study this might be to research two 
elements: firstly, a study might initially investigate the extent to which parenting practices 
mediated the relationship between parental attributions and parenting efficacy; and secondly it 
might investigate whether parenting efficacy impacted on attributions, such that the latter might 
change depending on the extent to which a particular practice was found to successfully reduce 
a child’s disruptive behaviour.
Future studies might also include other groups for comparison. For example, parents with 
ADHD symptomatology could be compared with non-affected parents in terms of their 
attributional and parenting styles. Theoretically, this could be achieved by recruiting parents 
who, as children, accessed child services themselves, for the assessment and/or treatment of 
ADHD. In practice, however, recruitment of such individuals might be problematic since child 
services typically may not keep client records for such a long period o f time so enable a follow- 
up study of this nature. CA Sl and CAS2 retained client records for up to eight years after 
discharge, before destroying them. Nevertheless, even if recruitment were possible, on thé basis 
of this study, it is unlikely that statistically significant findings would be achieved.
In a similar vein, comparisons between different age groups in children may inform researchers 
and clinicians about attributions and subsequent parental practices. Few studies have 
investigated the relationship between parental attributions and practices in parents o f older 
children (Johnston & Mash, 2001). For example, Barkley (1998) reported that mothers of 
adolescents with comorbid, ADHD and oppositional defiant disorder attributed greater 
malicious intent to their adolescent’s behaviour than did mother’s of ADHD-only children.
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Furthermore, Mash & Johnston (1983) reported increased parenting stress among parents of 
younger compared to older children, which would argue against a cumulative child effect. This 
may explain the results o f the current study: the lack o f an association between parental 
psychopathology and practices may either reflect the fact that the latter are influenced by other 
factors, or that the respondents were largely parents of older children. Given these findings in 
the literature, comparisons could therefore be made between adolescents, school age and 
preschool children with regards to parental attributions and practices. Comparisons could also 
be made between children’s and parent’s genders, since evidence suggests that family and 
genetic influences may differ between affected males and females (Johnston & Mash, 2001). 
The current study did not include such comparisons, due to the small numbers of male 
respondents and female children referred to in the study.
Other comparisons might be between medicated and non-medicated samples of children. 
Johnston & Leung (2001, cited in Johnston & Mash, 2001), for example, found that parental 
attributions were related to children’s treatment status; when children with ADHD were 
medicated, mothers rated positive child behaviour as more global and stable, and non- 
compliance and ADHD symptoms as more internally caused and more controllable by the child. 
Such comparisons were not made in the current study, as the number of children who were not 
receiving medication was disproportionately fewer than the number o f children whose 
behaviour was managed medically. However, it is nevertheless interesting that in the current 
study, most of the respondents’ children were medicated and yet most respondents believed 
behavioural difficulties in ADHD to be externally attributed. This differs to Johnston & 
Leung’s findings.
Similarly, since all but one respondent described themselves as White British, ethnicity was not 
a factor that was investigated in the current study. Johnston & Mash (2001) have argued that 
ethnicity and culture have rarely been considered in research into ADHD, despite the fact that 
some studies have indicated that differences have been observed differences between ethnic 
groups. Bussing, Schoenberg & Perwien (1998, cited in Johnston & Mash, 2001), for example, 
found that African American mothers had less formal knowledge about ADHD, and were less 
likely to seek medical treatment for their children, even when socio-economic status was 
controlled.
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Barkley (1998) suggested that studying the relationship between parental temperament, mental 
health and management o f children could have greater predictive value for the future behaviour 
o f children with behavioural difficulties. Indeed, Campbell (1990) found that that the existence 
o f a negative, critical and commanding style of child management by mothers of preschool 
children with hyperactivity was also associated with the persistence o f hyperactivity by primary 
school age. This suggests that child temperament can be exacerbated or moderated by a 
particular family environment and that knowledge of the parent or caregiver and home 
environment can enhance prediction of later behavioural problems such as ADHD.
Much of the existing literature on parental attributions has focussed on mothers’ attributions in 
terms o f how they understand their children’s behaviours -  that is, parent-centred attributions -  
rather than how they perceive their children to experience their own behaviours that is, child- 
centred attributions. The current study attempted a departure from the existing literature by 
focussing on parents’ perceptions of child-centred attributions. Clearly further research needs 
to be conducted in this area so that parental measures of child-centred attributions can be 
investigated and the impact they may have on subsequent parenting practices.
Additionally, much of the existing literature has focussed predominantly on mother-child 
interactions: it is possible that the findings of the current study may reflect a bias towards 
opinions from female respondents (mothers), something that inadvertently resulted as a 
consequence of the low response rate from male respondents (fathers). Research on fathers 
may be particularly important since most children with ADHD are boys (Hinshaw, 1994) and 
may, firstly, become fathers themselves and, secondly, the role of a same-sex parent may hold 
considerable significance to the upbringing of an affected child. Indeed, Miller (1993) 
described how various theories within the field of developmental psychology, notably those by 
Freud (1905) and Erikson (1959) on psychoanalysis and identity formation respectively, 
emphasised the importance of identifying with same-sex parents in facilitating the development 
of beliefs, values, attitudes and behavioural styles. This suggestion would hold some 
significance for future research into parenting attributions and styles with regards to ADHD- 
affected children.
According to Johnston & Mash (2001), the majority of existing studies on ADHD and parent- 
child interactions have been correlational in nature, thereby offering little explanation o f how 
associations between family factors and child behavioural difficulties develop over time. The
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authors therefore encouraged the development of studies that were longitudinal in nature, where 
multiple measures (including those collating information pertaining to genetic, neurological, 
psychological and social characteristics) could be used to assess a range of family factors from 
the birth of a child to an ADHD affected parent through to its adulthood. Johnston & Mash 
argued that this would allow developmental processes, other than attributions and parental 
practices, to be examined, such as emotion regulation, attachment and language development. 
Clearly, this would be a considerable undertaking as the basis of any research project, but is 
nevertheless an important consideration for future studies.
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6. Conclusions
The purpose of the study was to determine the extent to which parental ADHD 
symptomatology, parental attributions of the behavioural difficulties of ADHD affected 
children and parental practices with regards to those behaviours, were associated with 
eachother. Statistically significant results were not found between these three variables. 
However, symptoms of anxiety and depression in respondents were found to be associated with 
parental symptomatology and, furthermore, anxiety was associated with internal attributions 
about the behaviours of affected children.
The study emphasised the clinical significance of investigating parent-child interactions in 
families affected by ADHD. In particular, developing an understanding of parents’ 
understanding and management of children’s behaviours was thought to potentially have an 
impact on any treatment such children might receive in mental health services (Young, 2000).
In general, it appears that no single factor seems to predict how parents come to understand 
and/or explain the behavioural difficulties of children with ADHD. Similarly, no single factor 
seems to predict how parents decide to manage these behaviours. Nevertheless, this study, in 
addition to the published literature, has suggested that a variety of factors may impact on 
parental attributions and practices, which include parental symptoms of anxiety and depression. 
Previous research and literature reviews, such as those by Barkley (1998), Hinshaw (1994) and 
Dix & Lochman (1990), have established the strong association between parental attributions 
and subsequent parenting behaviour. Given this, an understanding of the influences on the 
attributional process in parents will therefore aid understanding of parent-child interactions and 
subsequent parenting and child outcomes.
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A. DSM-IV Criteria for ADHD
B. (i) Ethical Approval -  South West London & St. George’s NHS Trust
(ii) Ethical Approval -  University of Surrey
(iii) Research & Development Approval - South West London & St. George’s NHS Trust
C. Information Sheet
D. (i) Consent Form -  for submission to researcher 
(ii) Consent F o rm -fo r  client
E. Demographics Questionnaire
F. Hospital Anxiety & Depression Scale
G. Targeted Attention Deficit Disorder Scale
H. Parental Attributions Scale
I. Parental Practices Scale
J . Reliability and Validity o f Questionnaires
K. Skewness and Kurtosis of the Distribution of HADS Scores
L. Skewness and Kurtosis of the Distribution of TADDS Scores
M. Skewness and Kurtosis of the Distribution of PAS Scores
N. Skewness and Kurtosis o f the Distribution of PPS Scores
O. Scatterplots Showing Relationships Between all Experimental Variables
P. Scatterplots for Statistically Significant Pearson r Correlation Coefficient Calculations
Q. Pearson r Correlation Coefficient Calculations - Examination of HADS Scores
R. Pearson r Correlation Coefficient Calculations - Examination of Experimental Hypotheses
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APPENDIX A 
DSM-IV (APA, 1994, p83-85) Diagnostic Criteria For 
Attention Deficit and Hyperactivity Disorder
A. Either (1) or (2):
(1) Six (or more) of thé following symptoms of inattention have persisted for at least
6 months to a degree that is maladaptive and inconsistent with developmental
level:
Inattention
(a) Often fails to give close attention to details or makes careless mistakes in 
schoolwork, work or other activities
(b) Often has difficulty sustaining attention in tasks or play activities
(c) Often does not seem to listen when spoken to directly
(d) Often does not follow through on instructions and fails to finish schoolwork, 
chores, or duties in the workplace (not due to oppositional behaviour or 
failure to understand instructions)
(e) Often has difficulty organising tasks and activities
(f) Often avoids, dislikes, or is reluctant to engage in tasks that require sustained
mental effort (such as schoolwork or homework)
(g) Often loses things necessary for tasks or activities (e.g. toys, school
assignments, pencils, books or tools)
(h) Is often easily distracted by extraneous stimuli
(i) Is often forgetful in daily activities
(2) Six (or more) o f the following symptoms of hyperactivity-impulsivity have 
persisted for at least 6 months to a degree that is maladaptive and inconsistent with 
developmental level:
Hyperactivity
(a) Often fidgets with hands or feet or squirms in seat
(b) Often leaves seat in classroom or in other situations in which remaining
seated is expected
(c) Often runs about or climbs excessively in situations in which it is
inappropriate (in adolescents or adults, may be limited to subjective feelings 
of restlessness)
(d) Often has difficulty playing or engaging in leisure activities quietly
(e) Is often “on the go” or often acts as if  “driven by a motor”
(f) Often talks excessively
Impulsivity
(g) Often blurts out answers before questions have been completed
(h) Often has difficulty awaiting turn
(i) Often interrupts or intrudes on others (e.g. butts into conversations or games)
B. Some hyperactive-impulsive or inattentive symptoms that caused impairment were 
present before age 7.
G. Some impairment from the symptoms is present in two or more settings (e.g. school [or 
work] and at home).
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D. There must be clear evidence of clinically significant impairment on social, academic or 
occupational functioning.
E. The symptoms do not occur exclusively during the course of a Pervasive Developmental 
Disorder, Schizophrenia, or other Psychotic Disorder and are not better accounted for by 
another mental disorder (e.g. Mood Disorder, Anxiety Disorder, Dissociative Disorder or 
a Personality Disorder).
Code based on type:
314.01 Attention-Deficit/Hyperactivity Disorder, Combined Type: if both Criteria
A1 and A2 are met for the past 6 months
314.00 Attention-Deficit/Hyperactivity Disorder, Predominantly Inattentive Type: 
if  Criterion A1 is met but Criterion A2 is not met for the past 6 months
314.01 Attention-Deficit/Hyperactivity Disorder, Predominantly Hyperactive- 
Impulsive Type: if  Criterion A2 is met but Criterion A1 is not met for the past 
6 months
Coding note: For individuals (especially adolescents and adults) who currently have
symptoms that no longer meet full criteria, “In Partial remission” should be specified.
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NHS Trust
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Ms Sharon Kaisy
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School of Human Sciences
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Guildford
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Blackshaw Road 
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Tel: 020 8672 1255 
Fax; 020 8672 5304
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e-mail: ann.mash@ stgeorges.nhs.uk 
keily.llambias@ stgeorges.nhs.uk
Dear Ms Kalsy
'
Re: Parents o f children diagnosed w ith attention defic it and hyperactivity disorder: in what
ways do attributions influence the way parents respond to their ch ildren’s behaviours? 
-02 .69 .12
Thank you for your letter of September 2002 which fully addresses the points raised by the . 
Committee. We are now happy to give final approval for the above named study to proceed.
Yours sincerely
Dr Christine Heron 
Vice-Chair/C linical Secretary 
Local Research Ethics Committee
Please Note: All research should be conducted in accordance with the guidelines of the Ethical Committee; the
reference number allocated to the project should be used in all correspondence with the Committee and 
the Committee should be informed:
(a) when the project is complete.
(b) what stage the project is at one year from today's date.
(c) if any alterations are made to the treatment or protocol which might have affected ethical approval 
being granted.
: (d) all investigators whose projects have been approved by this Committee are required to report at
once any adverse experience affecting subjects in the study and at the sam e time state the current 
total number of Serious Adverse Events that have occurred. .
St George's Healthcare NHS Trust incorporating: St George's Hospital, Atkinson Morley's Hospital, Bolingbroke Hospital 
Chairman: Catherine McLoughlin CBE Chief Executive: Ian Hamilton
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M s Sharon K alsy 
T rainee C linical Psychologist 
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U niversity 
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Registry
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Parents of children diagnosed with attention deficit and hyperactivity disorder: do 
parental attributions about the behaviours of affected children mediate the 
relationship between ADHD symptoms in parents and the wav they manage their 
children's behaviours? (ACE/2002/104/Psvch) -  FAST TRACK
I am  w riting to inform  you that the U niversity A dvisory Com m ittee on Ethics has 
considered the above protocol under its ‘Fast T rack’ procedure and has approved it on the 
understanding that the E thical Guidelines for Teaching and Research are observed. F or 
your inform ation, and future reference, these G uidelines can be dow nloaded from  the 
C om m ittee’s w ebsite at http://w w w .surrey.ac.uk/Surrey/A C E/.
This letter o f approval relates only to the study specified in your research protocol 
(A C E/2002/104/Psych) - Fast T rack The C om m ittee should be notified o f any changes to 
the proposal, any adverse reactions and if  the study is term inated earlier than expected, 
w ith reasons.
D ate o f approval by the Advisory Com m ittee on Ethics: 02 J a n u a r y  2003
D ate o f expiry o f approval by the Advisory C om m ittee on Ethics: 01 J a n u a r y  2008
Please inform  m e w hen the research has been com pleted.
Y ours sincerely
Catherine A shbee (M rs)
Secretary, U niversity  A dvisory Com m ittee on Ethics
cc: Chairm an, A C E
D r J M urray, Supervisor, D ept of Psychology
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Terms and Conditions of Approval.
South West London and St.George's
Mental Health MHS Trust 
Research and Development:
11 th February 2003
Dear Ms Kalsy
Research Title: Parents of children diagnosed with attention deficit and hyperactivity 
disorder
Research ID: PF139
Following Trust review your project has been approved by Chairman's Action. This letter 
ensures that you and the researchers holding a Trust/NHS contract are indemnified by th( 
Trust under the DoH (HSG (96) 48) (only for non-commercial research). Under your 
contract of employment you are required to adhere to the Research Governance 
Framework and Trust research-monitoring procedures.
In addition to ensuring that the dignity, safety and well being of participants are given 
priority at all times by the research team you need to ensure the following:
• Patient contact: Only trained or supervised researchers holding a trust/ NHS contraci 
(honorary or full) are allowed to make contact with patients.
• Informed consent is obtained by the lead or trained researcher according to the 
requirements of the ethics committee. The original signed consent form should be kep 
on file. Informed consent will be monitored by the Trust at intervals and you will be 
required to provide relevant information.
• Data protection: All data involving patient data will be anonymised, where possible, 
and held on protected systems so as not to compromise the Data Protection Act.
• Adverse events reporting: Adverse events or suspected misconduct must be 
reported to the R&D department, in conjunction with the ethics committee;
R&D Dept, Main building, SW London & St Georges Mental Health Trust, 61 Glenburnie Road, London, SW17 7DJ
Terms and Conditions of Approval
• Annual review: An annual review form will be sent to you, which you will be required 
to complete and return to the R&D Department.
• Closure Form: On completion of your project a closure form will be sent to you 
(according to the end date specified on the R&D database), which needs to be 
returned to the R&D Department.
• Publications: Any publications will need to be reported to the R&D Department. This 
is vital in ensuring the quality and output of the research for your project and the Trust 
as a whole.
The R&D Department needs to be informed of any changes to the protocol such as patien 
recruitment, funding etc. If major changes are made to the protocol then this would need 
to go the R&D committee.
Yours sincerely
Dr Mohammed Abou Saleh
Chairman
Research & Development Committee
R&D Dept, Main building, SW London & St Georges Mental Health Trust, 61 Glenburnie Road, London, SW17 7DJ
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APPENDIX C
INFORMATION SHEET^
Research Project on Parents’  ^Experiences o f Attention Deficit and 
Hyperactivity Disorder (ADHD)
Dear Parent,
We are writing to you on behalf of Ms Sharon Kalsy, a Trainee Clinical Psychologist from the 
University of Surrey. Sharon is working on a research project looking at the experiences of 
parents who have children diagnosed with Attention Deficit and Hyperactivity Disorder 
(ADHD).
We are writing to ask whether you would be willing to take part in the study?
To help you decide, please read the following information first.
* * * * * * * * * * * * * * * * * * * * *
1. Who is the researcher?
Sharon Kalsy is a Trainee Clinical Psychologist from the University of Surrey. The research 
project she is studying is part of her training as a Clinical Psychologist. She has decided to 
study the parents of children with ADHD because she is interested in the experiences of 
parents. The project will hopefully be able to help families and the professionals working with 
them to understand ADHD and the effect it can have on people.
2. Why have I been chosen to take part in the research?
We are writing to parents of children who have been referred to the Child (AND adolescent 
Service). This means that each family will be sent two lots of forms -  one set for the father of 
the child and another identical set for the mother.
3. Do I have to take part in the research?
It is your choice to take part in the project. If  you do decide to take part you will be given this 
information sheet to keep and be asked to sign two consent forms. If  you decide to take part you 
are still free to withdraw at any time and without giving a reason. A decision to withdraw at 
any time, or a decision not to take part, will not affect the standard of care your child receives.
4. What is the project about?
Lots of parents find that they can often relate to the experiences of their children. This may 
influence the way they understand their children’s behaviour and behave towards their children. 
This project will therefore study this.
 ^ Please note that this Information Sheet was printed on letter-headed paper, on which the 
names and addresses of CASl and CAS2 were provided, and the name of the Trust to which 
both services belonged, when it was sent to parents.
 ^ Please note that the word “parent” in this research project will be taken to mean biological 
parents, foster parents, adopted parents or other significant person in charge of caring for a 
child with ADHD.
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5. What will I have to do?
Read and sign both Consent Forms, which state that you agree to the terms of the research 
project. Keep one Consent Form for your own records.
Fill in the Demographics Questionnaire Form. It will help Sharon get to know a little bit 
about the people taking part in the project without identifying exactly who they are.
Fill in the HADS questionnaire form about how you generally feel.
Fill in the TADDS questionnaire form about whether you can identify with experiences of 
ADHD.
Fill in the Parental Attributions Questionnaire form about why you think children with 
ADHD behave the way they do.
Fill in the Parent Practices Scale form about how you would act if your child behaved in a 
certain way.
To do all of these things will only take about 45 minutes. Once you have filled in the 
questionnaire forms, please send them to Sharon Kalsy using the enclosed stamped addressed 
envelope. This is all you will have to do for the project. You will not be contacted again once 
Sharon has received the 6 forms from you.
6. How long can I have to decide whether or not I want to take part?
You will have 2 weeks to decide whether you would like to take part in the project, fill in the 
questionnaire forms and send them to Sharon using the enclosed stamped addressed envelope. 
I f  we have not heard from you by the end of two weeks, or if you have misplaced your pack, we 
will contact you and if necessary send you another pack. You will then have another 2 weeks 
to return all 6 questionnaire forms using another stamped addressed envelope.
7. What happens to the questionnaires I fill in for the project?
The questionnaire packs will be sent to over 60 people. All the responses to the questionnaires 
will be collected. The questionnaires will then be destroyed so that it will not be possible to 
identify individual people.
All the answers you give will be treated confidentially.
8. Who will be able to look at my answers?
The only people who will see your responses will be ourselves and Sharon Kalsy.
9. What will happen after I return the questionnaire forms?
Sharon will analyse the results of the questionnaire forms she receives and then write a report 
about the results. The report will then be handed to the University of Surrey. A shorter version 
of the report might be published. The reports will NOT identify the people who took part in the 
study. The main results of the project will also be presented to staff at the Child (and 
Adolescent Service). This will help us understand more about the experiences of families who 
visit us. The presentation will NOT identify the people who took part in the study.
Once Sharon has received all 6 forms from you, she will not contact you again.
10. How will this research help me?
Although taking part in this research will not directly help you, it will help improve our 
understanding o f the impact of ADHD on parents and children. The information from this 
study may help improve the way children with ADHD are assessed and treated in the future.
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11. W hat happens now?
Thank you for reading this information sheet. You may keep this.
If  you agree to take part in the study, please read and sign both Consent Forms. Please then 
complete the 5 questionnaires, making sure you answer ALL the questions without missing any 
out. Please then keep one Consent Form for your own records and return the other Consent 
Form and the 5 questionnaires to Sharon Kalsy using the enclosed stamped addressed envelope.
If, however, you decide not to take part in the project, please tick the “NO” box on both 
Consent Forms. Please then keep one Consent Form for your own records and return 
everything else to Sharon using the enclosed stamped addressed envelope.
Whatever you decide, please accept our thanks for taking the time to read this letter.
If you would like to ask any questions, please contact Sharon Kalsy at the University of Surrey 
on 01483 689441, leaving your contact details and message. Your call will be returned as soon 
as possible. Alternatively, you may to write to Sharon at: c/o Department of Clinical 
Psychology, School of Human Sciences, University of Surrey, Guildford. Surrey. GU27XH.
Yours faithfully.
DrXXXXXXXXXX DrXXXXXXXX
Consultant Child and Adolescent Psychiatrist Consultant Child and Adolescent Psychiatrist 
Child (and Adolescent Service) Child (and Adolescent Service)
XXJOOOOOOCXXXXX Hospital ]00000(X X X X X X X X  Hospital
On behalf of Ms Sharon Kalsy 
Trainee Clinical Psychologist 
University of Surrey
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APPENDIX Di
CONSENT FORM ( ly
Name of Study: Research Project on Parents’ Experiences of Attention Deficit and
Hyperactivity Disorder (ADHD)
Name o f Researcher: Sharon Kalsy, Trainee Clinical Psychologist, University o f Surrey
Service Number: 1
Participant Number:
Please read the following information and tick all the boxes that apply:
I have read and understand the Information Sheet for the above study and have had the I I
opportunity to ask questions.
I understand that my participation is voluntary and that I am free to withdraw at any 
time, without giving any reason and without my medical care or legal rights being 
affected.
YES - 1 agree to take part in the above research project.
□
□
NO - 1 would not like to take part in the above research project.
Thank you for reading and filling in this Consent Form.
Please now sign and date this form. Please send this sheet back to me with the 
questionnaires using the stamped addressed envelope. When I have received this consent 
form to confirm whether or not you wish to take part in the project, I shall destroy it so 
that it will not be possible to identify you.
Name of Participant Today’s Date Signature
SHARON KALSY
Name of Researcher Today’s Date Signature
 ^ Please note that this Consent Form was printed on letter-headed paper, on which the names and addresses of 
CASl and CAS2 were provided, and the name of the Trust to which both services belonged, when it was sent to 
parents.
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APPENDIX Dii
CONSENT FORM {2f
Name o f Study: Research Project on Parents’ Experiences of Attention Deficit and
Hyperactivity Disorder (ADHD)
Name o f Researcher: Sharon Kalsy, Trainee Clinical Psychologist, University o f Surrey
Service Number: 1
Participant Number:
Please read the following information and tick all the boxés that apply:
1 have read and understand the Information Sheet for the above study and have had the I I
opportunity to ask questions.
1 understand that my participation is voluntary and that I am free to withdraw at any I I
time, without giving any reason and without my medical care or legal rights being
affected.
YES - 1 agree to take part in the above research project. □
NO - 1 would not like to take part in the above research project. □
Thank you for reading and filling in this Consent Form.
Please now sign and date this form. You may keep this sheet for your own records.
Name of Participant Today’s Date Signature
SHARON KALSY
Name of Researcher Today’s Date Signature
 ^ Please note that this Consent Form was printed on letter-headed paper, on which the names and addresses of 
CASl and CAS2 were provided, and the name of the Trust to which both services belonged, when it was sent to 
parents.
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DEMOGRAPHICS QUESTIONNAIRE
APPENDIX E
ABOUT YOU
1. Are you:
Male
□
Or Female
□
2. How old are you?
If less than 20 
years, state age
20-29 30-39 
years years
□  □
40-49
years
□
50-59 60-69 
years years
□  □
If more than 70 
years, state age
3. Are you:
Unmarried
□
Married
□
Separated
□
Divorced
□
Widowed
□
Are you currently living with a partner?
Yes
□
Or No
□
4. What Is your ethnic background? Please tick ONE box only
White
Black-Caribbean
Black-African
Black Other (Please state from which country:
Indian
Pakistani
Bangladeshi
Chinese
Other ethnic group (Please describe:  ______ J
If you are descended from more than one ethnic or racial group, please tick the group to 
believe you belong, or tick “Other ethnic group” and describe your background. ____
□ □ 
□ □ . 
□ □ 
□ 
□
□
which you
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5. Please describe your level of education:
No certificates or qualifications □
GCSE/0’ Level □
A’ Level or equivalent □
University Degree □
Further Degree (e.g. Masters, Doctorate) □
Other qualifications (Please describe: ) □
6. Please describe your employment:
Unemployed □
Employed (Please describe: ) □
Self-employed (Please describe: ) □
7. Please describe your child/children:
How many sons do you have? 
(Please write the number in the box below)
How many daughters do you have? 
(Please write the number in the box below)
□ □
How old are each of your sons? 
(Please list the ages below)
How old are each of your daughters? 
(Please list the ages below)
Major Research Project
8. If you have any stepchildren:
How many stepsons do you have? 
(Please write the number in the box below)□
How old are each of your stepsons? 
(Please list the ages below)
How many stepdaughters do you have? 
(Please write the number in the box below)a
How old are each of your stepdaughters? 
(Please list the ages below)
9. How many children do you have who have a diagnosis of attention-deficit hyperactivity 
disorder?
10. In the past, have you ever experienced any of the symptoms that your child with attention- 
deficit hyperactivity disorder has? .
Yes Or No□ □
Have you ever been diagnosed with any condition?
Yes Or No□ a
Please describe your symptoms/condition and state when you noticed them/when they were 
first diagnosed:
Major Research Project
ABOUT YOUR CHILD WITH ADHD (please complete one of the followins sheets for every child 
you have who has a diasnosis of ADHD. Feel free to add more sheets i f  you need to):
1. Is your child:
Male Or Female□ □
2. How old is your child?
0-2 years 2-4 years 4-6 years 6-8 years 8-10 years 10-12 years 12-14 years□ □ □ □ □ □ □
3. Please describe your child^s school education:
Is he/she currently attending school?
If “NO”, please state the reason why:
What school year is your child in?
Yes Or No □ □
4. When was your child diagnosed with ADHD?
Less than 1 1-3 3-6 6-12 12-18 18-24 If more than 2
month ago months months months months months years ago, state
ago ago ago ago ago how many years□ □ □ □ □ □
5. Is your child currently receiving medication?
Yes Or No
□ □
If “YES”, please provide details:
Name of medication? Dosage How often they take it/at 
what time of day?
Date prescribed
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ABOUT YOUR CHILD WITH ADHD (please complete one of the followins sheets for every child 
you have who has a diasnosis of ADHD. Feel free to add more sheets i f  you need to):
1. Is your child:
Male Or Female
□ □
2. How old is your child?
0-2 years 2-4 years 4-6 years 6-8 years 8-10 years 10-12 years 12-14 years□ □ □ □ □ □ □
3. Please describe your child’s school education:
Is he/she currently attending school?
If “NO”, please state the reason why:.
What school year is your child in?
Yes Or No □ □
4. When was your child diagnosed with ADHD?
Less than 1 1-3 3-6 6-12 12-18 18-24 If more than 2
month ago months months months months months years ago, state
ago ago ago ago ago how many years
□ □ □ □ □ □
5. Is your child currently receiving medication?
Yes Or No□ □
If “YES”, please provide details:
Name of medication? Dosage How often they take it/at 
what time of day?
Date prescribed
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ABOUT YOUR CHILD WITH ADHD (please complete one o f the followins sheets for every child 
you have who has a diasnosis o f ADHD. Feel free to add more sheets if  you need to):
1. Is your child:
Male Or Female
□ □
2. How old is your child?
0-2 years 2-4 years 4-6 years 6-8 years 8-10 years 10-12 years 12-14 years
□ □ □ □ □ □ □
3. Please describe your child’s school education:
Is he/she currently attending school?
If “NO”, please state the reason why:_
What school year is your child in?
Yes Or No □ □
4. When was your child diagnosed with ADHD?
Less than 1 1-3 3-6 6-12 12-18 18-24 If more than 2
month ago months months months months months years ago, state
ago ago ago ago ago how many years□ □ □ a □ □
5. Is your child currently receiving medication?
Yes Or No□ □
If “ YES”, please provide details:
Name of medication? Dosage How often they take it/at 
what time of day?
Date prescribed
THANK YOU FOR COMPLETING THIS QUESTIONNAIRE
APPENDIX F
HAD SCALE
Read each item and place a firm tick in the box opposite the reply which comes closest to how you 
have been feeling in the past week.
Don’t take too long over your replies: your immediate reaction to each item will probably be more 
accurate than a long thought-out response.
Tick only one box in each section
I feel tense or “wound up”:
Most of the time 
A lot of the time 
Time to time, occasionally 
Not at all
I still enjoy the things I used to enjoy:
Definitely as much 
Not quite as much 
Only a little 
Hardly at all
I get a sort of frightened feeling as if 
something awful is about to happen:
Very definitely and quite badly 
Yes, but not too badly 
A little, but it doesn’t worry me 
Not at all
I can laugh and see the funny side of 
things:
As much as I always could 
Not quite as much now 
Definitely not as much now 
Not at all
Worrying thoughts go through my 
mind:
A great deal of the time 
A lot of the time
From time to time, but not too often 
Only occasionally
I feel cheerful:
Not at all 
Not often 
Sometimes 
Most of the time
I can sit at ease and feel relaxed:
Definitely 
Usually 
Not often 
Not at all
m
m
E
m
E
m
I feel as if I am slowed down:
Nearly all the time 
Very often 
Sometimes 
Not at all
I get a sort of frightened feeling like 
“butterflies” in my stomach:
Not at all 
Occasionally 
Quite often 
Very often
E
I have lost interest in my appearance:
Definitely
I don’t take as much care as I should 
I may not take quite as much care 
I take just as much care as ever
I feel restless as if I have to be on the 
move:
Very much indeed 
Quite a lot 
Not very much 
Not at all
I look forward with enjoyment to 
things:
As much as I ever did 
Rather less than I used to 
Definitely less than I used to 
Hardly at all
I get sudden feelings of panic:
Very often indeed 
Quite often 
Not very often 
Not at all
I can enjoy a good book or radio or TV 
> programme:
Often 
Sometimes 
Not often 
Very seldom
E
E
E
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APPENDIX H
THE ADHD PARENTAL ATTRIBUTIONS SCALE
1. Please read the following story and follow the instructions below it:
Mary is a young child who has attention-deficit and hyperactivity disorder (ADHD).
Sometimes Mary does not seem to listen to what people are saying to her. She often loses things and 
becomes forgetful. Mary’s parents and teachers have noticed that she makes careless mistakes in her 
schoolwork and often does not finish it on time.
Please now decide how likely it is that each of the following statements are reasons for Mary behaving 
the way she does in the story.
You have been given very little information, compared with what you might have if  Mary were your own 
child. Therefore, think about all the most likely reasons for a child like Mary behaving in this way.
Please give your response to each of the possible reasons by ticking a box. There are no right or wrong 
answers.
Reasons Very
Unlikely
Unlikely Equally
Likely/
Unlikely
Likely Very
Likely
Because the activity she’s been given to do is too difiBcult for her
Because she is tired
Because she did not get what she wanted
Because she is clumsy
Because there’s nothing else for her to do
Because she wants something
Because she is in a bad mood
Because she is lazy
Because somebody has been horrible to her
Because of the medication she has been given
Because she is worried about something
Because she wants to avoid uninteresting tasks
Because she wants attention from other people
Because she is scared
Because she is not interested in what people are saying to her
Because she likes doing it
Because she is spoilt
Because she is happy
Because there is an imbalance in her brain chemistry
Because she cannot cope with high levels of stress
Because she doesn’t understand what people what her to do
Because she is upset
Because there are too many people around her
Because she is being difficult
Because she is too embarrassed to ask for help
Because she is angry
Because she doesn’t like doing what she’s been asked to do
Because she can’t cope with the noise in the room
Because she is excited
Because she is bored
Because she is naughty
2. Please read the following story and follow the instructions below it;
John is a young child who has attention-deficit and hyperactivity disorder (ADHD or ADD).
John is often on the go, as if he is driven by a motor. He often fidgets and squirms about in his seat. 
When eating dinner, he will often leave the dining table when his parents have told him to sit still. John’s 
teachers have said that he often runs about the classroom, and will chat to the other children all the time, 
when he should be working.
Please now decide how likely it is that each of the following statements are reasons for John behaving the 
way he does in the story.
You have been given very little information, compared with what you might have if John were your own 
child. Therefore, think about all the most likely reasons for a child like John behaving in this way.
Please give your response to each of the possible reasons by ticking a box. There are no right or wrong 
answers.
Reasons Very
Unlikely
Unlikely Equally
Likely/
Unlikely
Likely Very
Likely
Because the activity he’s been given to do is too difficult for him
Because he is tired
Because he did not get what he wanted
Because he is clumsy
Because there’s nothing else for him to do
Because he wants something
Because he is in a bad mood
Because he is lazy
Because somebody has been horrible to him
Because of the medication he has been given
Because he is worried about something
Because he wants to avoid uninteresting tasks
Because he wants attention from other people
Because he is scared
Because he is not interested in what people are saying to him
Because he likes doing it
Because he is spoilt
Because he is happy
Because there is an imbalance in his brain chemistry
Because he cannot cope with high levels of stress
Because he doesn’t understand what people what him to do
Because he is upset
Because there are too many people around him
Because he is being difficult
Because he is too embarrassed to ask for help
Because he is angry
Because he doesn’t like doing what he’s been asked to do
Because he can’t cope with the noise in the room
Because he is excited
Because he is bored
Because he is naughty
3. Please read the following story and follow the instructions below it:
Ben is a young child who has attention-deficit and hyperactivity disorder (ADHD or ADD).
Ben often seems impatient. He will interrupt people who are talking or will want to take part in a game 
when it has already started. Ben’s teachers have said that he will often blurt out the answer to a question 
before they have finished asking it.
Please now decide how likely it is that each of the following statements are reasons for Ben behaving the 
way he does in the story.
You have been given very little information, compared with what you might have if Ben was your own 
child. Therefore, think about all the most likely reasons for a child like Ben behaving in this way.
Please give your response to each of the possible reasons by ticking a box. There are no right or wrong 
answers.
Reasons Very
Unlikely
Unlikely Equally
Likely/
Unlikely
Likely Very
Likely
Because the activity he’s been given to do is too difficult for him
Because he is tired
Because he did not get what he wanted
Because he is clumsy
Because there’s nothing else for him to do
Because he wants something
Because he is in a bad mood
Because he is lazy
Because somebody has been horrible to him
Because of the medication he has been given
Because he is worried about something
Because he wants to avoid uninteresting tasks
Because he wants attention fi’om other people
Because he is scared
Because he is not interested in what people are saying to him
Because he likes doing it
Because he is spoilt
Because he is happy
Because there is an imbalance in his brain chemistry
Because he cannot cope with high levels of stress
Because he doesn’t understand what people what him to do
Because he is upset
Because there are too many people around him
Because he is being difficult
Because he is too embarrassed to ask for help
Because he is angry
Because he doesn’t like doing what he’s been asked to do
Because he can’t cope with the noise in the room
Because he is excited
Because he is bored
Because he is naughty
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APPENDIX J
Reliability and Validity o f Measures Utilised in Study
The H ospital Anxiety and Depression Scale (HADS) (Zigmund & Snaith, 1983)
The HADS is a 14-item, self-report measure designed to detect symptoms of anxiety and 
depression in general medical outpatient populations. The measure contains seven depression 
and seven anxiety items. Zigmund & Snaith’s validation study found reliability to be at 0.7. 
Furthermore, they found the internal consistency of the two subscales (which each initially 
contained eight questions) to range between 0.41 and 0.76 for the anxiety subscale and between 
0.6 and 0.3 for the depression subscale. As a result, the weakest question from each o f the 
subscales was removed, leaving a total o f 14 items on the final version of the HADS.
Targeted Attention Deficit Disorder Symptoms Rating Scale (TADDS) (Wender, 1995)
This self-completion questionnaire assesses the severity of ADHD symptoms currently 
experienced by adults. It contains 31 items with statements focussing on seven particular 
behavioural presentations commonly seen in ADHD: attention difficulties, hyperactivity, 
temper, mood instability, over-reactivity, disorganisation and impulsivity. Wender (1995) 
described the TADDS as a reliable measure of adult symptoms of ADHD, with coefficients 
ranging from 0.66 to 0.81.
Parental Attributions Scale (PAS) (Adapted from  Hastings’ [1997] Challenging Behaviour 
Attributions Scale [CHABA]).
This self-completion questionnaire was adapted by the researcher from Hastings’s (1997) 
measure o f staff attributions, the Challenging Behaviour Attributions Scale (CHABA), in the 
absence of an instrument that measured parents’ attributions of children diagnosed with 
ADHD. Like the CHABA, the PAS is a 31-item questionnaire with statements relating to 
relating to six causal models: learned behaviour, medical/biological factors, emotional factors, 
aspects of the physical environment, stimulation and stable traits. Hastings reported that 
Cronbach Alpha coefficients found internal reliability levels to be acceptable in that they ranged 
from between 0.65 and 0.87 across the individual subscales.
Parenting Practices Scale (PPS) (Webster-Stratton, Reid & Hammond 2001)
This self-completion questionnaire was developed to assess the methods by which parents or 
primary caregivers managed the behaviour of pre-adolescent children. The questionnaire yields 
the following summary scales: harsh discipline; inconsistent discipline; appropriate discipline; 
positive parenting; clear expectations and monitoring. Webster-Stratton et al. described 
reliability coefficients as moderate to good, given that they were found to range from 0.64 to 
0.75 across the summary scales.
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APPENDIX K
Descriptive Statistics Detailing the Skewness and Kurtosis o f the Distribution of HADS 
Anxiety and Depression Subscale Scores
Descriptive Statistics
N Minimum Maximum Mean Std. Dev. Skewness Kurtosis
Statistic Statistic Statistic Statistic Statistic Statistic Std. Error Statistic Std. Error
HADS Anxiety 39 1 20 8.72 4.261 .376 .378 .430 .741
HADS Depression 
Valid N (listwise)
39
39
0 14 6.41 3.582 .008 .378 -.505 .741
Calculations of z scores for HADS Anxiety and Depression Subscale Scores
Formulae Anxiety Depression
Z Score z>+/-3.29? Data Normally 
Distributed?
Z Score z>+/-3.29? Data Normally 
Distributed?
7= KiirtnRiR 
SE Kurtosis
0.58 No Yes 0.68 No Y es
7= Rkmw 
SE Skew
0.99 No Yes 0.02 No Yes
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APPENDIX L
Before Data Transformation:
Descriptive Statistics Detailing the Skewness and Kurtosis of the Distribution of TADDS
Total Scores
Descriptive Statistics
N Mean Std. Skew n ess Kurtosis
Statistic Statistic Statistic Statistic Std. Error Statistic Std. Error
N ew T ad ds Total 
All S ub scales  
Valid N (listwise)
39
39
44.6154 19.88601 1.911 .378 4.810 .741
Calculations o f z scores for TADDS Total Scores
Formulae TADDS Scores
Z Score z>+/-3.29? Data Normally Distributed?
Z= Kurtosis SE 
Kurtosis
6.49 Yes No
Z= Skew  
SE Skew
5.06 Yes No
Before Data Transformation:
Descriptive Statistics Detailing the Skewness and Kurtosis o f the Distribution o f TADDS
Logarithm Total Scores
Descriptive Statistics
N Mean Std. S kew n ess Kurtosis
Statistic Statistic Statistic Statistic Std. Error Statistic Std. Error
New TADDS All 
S u b sca les Logarithm 
Valid N (listwise)
39
39
1.6157 .16737 .584 .378 .575 .741
Calculations of z scores for TADDS Logarithm Total Scores
Formulae Anxiety
Z Score z>+/-3.29? Data Normally Distributed?
Z= Kurtosis SE 
Kurtosis
0.78 No Yes
Z= Skew  
SE Skew
1.54 No Yes
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APPENDIX M
Descriptive Statistics Detailing the Skewness and Kurtosis of the Distribution of PAS 
Internal and External Attributions Scores
Descriptive Statistics
N Mean Std. Skew ness Kurtosis
Statistic Statistic Statistic Statistic Std. Error Statistic Std. Error
NEWIPAS 39 -3.0669 4 .00760 .029 .378 -.160 .741
NEWEPAS 39 -.6214 3.51375 -.068 .378 -.770 .741
Valid N (listwise) 39
Calculations o f z scores for PAS Internal and External Attributions Scores
Formulae PAS Internal Attributions PAS External Attributions
Z Score z>+/-3.29? Data
Normally
Distributed?
Z Score z>+/-3.29? Data
Normally
Distributed?
Z= Kurtosi 
s  SE 
Kurtosi 
s
0.22 No Yes 1.04 No Yes
Z= Skew  
SE 
Skew
0.08 No Yes 0.18 No Yes
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APPENDIX N
Descriptive Statistics Detailing the Skewness and Kurtosis of the Distribution of PPS 
Harsh Discipline and Appropriate Discipline Subscales Scores
Descriptive Statistics
N Mean Std. Skew ness Kurtosis
Statistic Statistic Statistic Statistic Std. Error Statistic Std. Error
New PPS Harsh 
Discipline Style Tota 39 37.7436 9.82938 .716 .378 .622
.741
New PPS Appropriai 
Discipline Style Tota 39 75.4872 13.03815 -.922 .378 1.969
.741
Valid N (listwise) 39
Calculations of z scores for PPS Harsh Discipline and Appropriate Discipline Subscales
Scores
Formulae PPS Harsh Discipline PAS Appropriate Discipline
Z Score z>+/-3.29? Data
Normally
Distributed?
Z Score z>+/-3.29? Data
Normally
Distributed?
Z= Kurtosi 
s S E  
Kurtosi 
s
0.84 No Yes 2.66 No Yes
Z= Skew  
SE 
Skew
1.89 No Yes 2.44 No Yes
Descriptive Statistics Detailing the Skewness and Kurtosis o f the Distribution of PPS
Positive Discipline Subscale Score
Descriptive Statistics
'
N Mœn Std. Dev. Skewness Kurtosis
Statistic Statistic Statistic Statistic Std. Error Statistic Std. Error
New PPS Positive 
Discipline Style 
Valid N
39
39
-37.7436 15.7675 1.151 .378 1.912 .741
Calculations o f z scores for PPS Positive Discipline Subscale Score
Formulae PPS Positive Discipline
Z Score z>+/-3.29? Data Normally Distributed?
Z= Kurtosis SE 
Kurtosis
2.58 No Y es
Z= Skew  
SE Skew
3.04 No Y es
Major Research Project
APPENDIX O
Scatterplots Showing Relationships Between all Experimental Variables
HADS Anxiety & TADDS Symptomatology HADS Anxiety & PAS Internal Attributions
New HADS Anxiety Total New HADS Anxiety Total
HADS Anxiety & PAS External Attributions HADS Anxiety & PPS Harsh Discipline
LU -6
A  ^ 10
New HADS Anxiety Total New HADS Anxiety Total
HADS Anxiety & PPS Appropriate Discipline HADS Anxiety & PPS Positive Discipline
Q -40
New HADS Anxiety Total New HADS Anxiety Total
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HADS Depression & TADDS Symptomatology HADS Depression & PAS Internai Attributions
4 6  8 10 12 14 16 10 12 14 16
New HADS Depression Total New HADS Depression Total
HADS Depression & PAS External Attributions
10 12 14 16
HADS Depression & PPS Harsh Discipline
701
U) 40
New HADS Depression Total New HADS Depression Total
HADS Depression & PPS Appropriate 
Discipline
HADS Depression & PPS Positive Discipline
100
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TADDS Symptomatology & PAS Internai 
Attributions
z -20
TADDS Symptomatology & & PAS External 
Attributions
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New TADDS Ail Subscales Logarithm
1.4 1.6
New TADDS Ail Subscales Logarithm
TADDS Symptomatology & PPS Harsh 
Discipline
TADDS Symptomatology & PPS Appropriate 
Discipline
I» 40
New TADDS Ail Subscales Logarithm New TADDS Ail Subscales Logarithm
TADDS Symptomatology & PPS Positive 
Discipline
PAS Internai Attributions & PPS Harsh 
Discipline
New TADDS Ail Subscales Logarithm NEWIPAS
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PAS Internal Attributions & PPS Appropriate 
Discipline
PAS Internal Attributions & PPS Positive 
Discipline
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PAS External Attributions & PPS Harsh 
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Discipline
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APPENDIX F
Scatterplots for Statistically Significant Pearson r Correlation Coefficient Calculations
Figure 1: HADS Anxiety Subscale Score & TADDS Parental Symptomatology Scores.
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Figure 2: HADS Anxiety Subscale Score & PAS Internal Attributions Scores.
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Figure 3: HADS Depression Subscale Score & PAS Internal Attributions Scores.
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APPENDIX Q
Pearson r Correlation Coefficient Calculations 
HADS Anxiety and Depression Subscales
Relationship to be Tested Pearson r  Correlation Coefficient Findings
HADS Anxiety Subscale Scores and 
TADDS Adult ADHD Symptomatology 
Scores
r (39) = 0.525, p=0.001, 2-tailed test 
Significant at the 5% and 1% levels
HADS Anxiety Subscale Scores and PAS 
Internal Attributions Subscale Scores.
r (39) = 0.406, p=0.01, 2-tailed test 
Significant at the 5% level
HADS Anxiety Subscale Scores and PAS 
External Attributions Subscale Scores.
r (39) = 0.252, p=0.12, 2-tailed test
HADS Anxiety Subscale Scores and PPS 
Harsh Discipline Style Subscale Scores.
r (39) = 0.124, p=0.45, 2-tailed test
HADS Anxiety Subscale Scores and PPS 
Positive Discipline Style Subscale Scores.
r (39) = -0.121, p=0.47, 2-tailed test
HADS Anxiety Subscale Scores and PPS 
Appropriate Discipline Style Subscale Scores.
r (39) = 0.177, p=0.28, 2-tailed test
HADS Depression Subscale Scores and 
TADDS Adult ADHD Symptomatology 
Scores.
r (39) = 0.400, p=0.01, 2-tailed test 
Significant at the 5% level
HADS Depression Subscale Scores and PAS 
Internal Attributions Subscale Scores.
r (39) = 0.174, p=0.29, 2-tailed test
HADS Depression Subscale Scores and PAS 
External Attributions Subscale Scores.
r (39) = 0.156, p=0.34, 2-tailed test
HADS Depression Subscale Scores and PPS 
Harsh Discipline Style Subscale Scores.
r (39) = 0.150, p=0.36, 2-tailed test
HADS Depression Subscale Scores and PPS 
Positive Discipline Style Subscale Scores.
r (39) = -0.066, p=0.69, 2-tailed test
HADS Depression Subscale Scores and PPS 
Appropriate Discipline Style Subscale Scores.
r (39) = 0.148, p=0.37, 2-tailed test
Statistically significant are typed in bold in the above table.
Major Research Project
APPENDIX R
Pearson r Correlation Coefficient Calculations 
Examination of Experimental Hypotheses
Relationship to be Tested Pearson r  Correlation Coefficient Findings
TADDS Adult ADHD Symptomatology 
Scores & PAS Internal Attributions Subscale 
Scores.
r (39) = 0.070, p=0.67, 2-tailed test
TADDS Adult ADHD Symptomatology 
Scores & PAS External Attributions Subscale 
Scores.
r (39) = -0.150, p=0.36, 2-tailed test
TADDS Adult ADHD Symptomatology 
Scores & PPS Harsh Discipline Style 
Subscale Scores.
r (39) = 0.064, p=0.69, 2-tailed test
TADDS Adult ADHD Symptomatology 
Scores & PPS Positive Discipline Style 
Subscale Scores.
r (39) = 0.085, p=0.61, 2-tailed test
TADDS Adult ADHD Symptomatology 
Scores & PPS Appropriate Discipline 
Subscale Scores.
r (39) = -0.031, p=0.85, 2-tailed test
PAS Internal Attributions Subscale Scores & 
PPS Harsh Discipline Style Subscale Scores.
r (39) = 0.006, p=0.97, 2-tailed test
PAS Internal Attributions Subscale Scores & 
PPS Positive Discipline Style Subscale 
Scores.
r (39) = 0.132, p=0.42, 2-tailed test
PAS Internal Attributions Subscale Scores & 
PPS Appropriate Discipline Style Subscale 
Scores.
r (39) = -0.105, p=0.52, 2-tailed test
PAS External Attributions Subscale Scores & 
PPS Harsh Discipline Style Subscale Scores.
r (39) = -0.084, p=0.61, 2-tailed test
PAS External Attributions Subscale Scores & 
PPS Positive Discipline Style Subscale 
Scores.
r (39) = 0.152, p-0.35, 2-tailed test
PAS External Attributions Subscale Scores & 
PPS Appropriate Discipline Style Subscale 
Scores.
r (39) =-0.177, p=0.28, 2-tailed test
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